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EDITOR'S PREFACE

Funding requirements and legal decisions have called for the formula-
tion of individualized services for handicapped children. This
requ remen has in turn led to uncertainty as to what these require-
ments mean in terms of specific actions which local programs servi
handiceppedchildren must_4take.

The pre§ent'study is designed to answer some 6f these concerns.
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CRITICAL'EVIEWS

?s.

The usefulness of a state-of-,the-art report:can only be determined by
those who attempt to use it in their own specific situations..-4,Zhe
validity of such a report, however, may-,be at least. partially deNFmined
by those who are familit with nationwide trends and issues in the'.:w-
vices to which the sta,e addresses itself. -

.The following reviews are included for the purpose of establishing such A
validity.
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A Review r,

Individualizing Services to Deaf -Blind
, '-and qter Multihandicapped
Children: State-of-the-Art, 1975

This State-of-the-Art report attends ta the develqpnient, implementa-,
tion and.evaluation of individualized plans for delivery of services to
deaf-blind and other multiply handicapped children and was based On a
systematic attempt to determine and to describe the narnre, scope and pro-
cess of individualization as it exists in the mid-70's.P The geographic
spread of prograts participating included all regions of.the 50 contiguous
Unieed States. Proiiam and process generalizations made from the report
should have validity since regibnal bias is not a factor.

The report incluctes data of value to program planners and implementors.
in termsof thparray'of alternatives presented in 1) systematic plAning;
2) pragramAprocesses; 3) appraisal and evaluation; 4) time factors in various'
program processes.; 5) appraisal teams and their personnel; 6) appraisal fools
and. their appropriateness;-4) reassessment vs. conttnuing assessment; 8) ad-
vocacy roles,"relationShips and processes; 9) instructional goals and their ^

rationale; 10) alternative placements; 11) communication; 12) staff train-
ing; 131 curricuum;14rmaterials and equipment; 15) the written plan and
its variations; 16) parents and th3iir programmatic Inclusion;_17) post-
program objectives and individual child follow-up; and 18) program evalua-
tion.'

The systems model: SCOPE AND SEQUENCE OF INDIVIDUALIZED SERVICES IN
EDUCATIONAL PROGRAMS FOR MULTIPLY IMPAIRED CHILDREN 1Figure 3, page 34)
merits particular study. While'few program's can arid will include each
facet% these need to be considered in relation to atgiien program's stated
goals.

Discrepancies in defining the deaf-blind and multiply,handicappedrtilre
populations are. discussed, There is greater variance in defining the
multiply-handicapped with resultant lack of commonalities among programs.

,_The severity of an individual's dysfunction is not apparent in any of the
. definitions, even when the qualifiers "severe" and "profound" are used;
since these terms are ill-defined operationally,

The overriding needfor effective communication among and between all
groups and individuals concerned with a child's progiess is noted as a pri-:
mary consideration. It is at this point that implementation of an indivi-
dualized plan most easily thwarted.'

a

5>.

-Dr. Jasper Haryey

Department of Special Education
University of Texas at Austin
Austin, Texas
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A Review

Individualizing Services to Deaf-Blind
andCther Multihandicapped

Children: State-of--the-Art, 1975

I commend the Texas Regional Resource Center for your efforts ta
determine the nature: scope, and process of individualization as it pre-
sently occurs in_programs designed to sleet the-needs of severely and/or
multiply handicapped children. The report most certainly, provides cam-
prehensiVe information regarding the state -of-the-art of, programs for
this groUp of children.

.

I found the report to be very Ilear.and readable. The summaries at
he end of each section are most fielpful,in assisting the reader to attend
to the major points covered in each section. It appears from the list of.'
programs participating in the study that the findings should be representa-
tive of what is occurring nationwide; The number of participating programs
is large enough that it was possible to delineate,problems and make valid
recommendations.

I was particularly impressed that the study investigated al,ternatives,
fox involving parents and post prpgram alternatives. These Aspects of pro-
grams are generally the.least well developed.

4.

The findings inclu,ded in this:comprehensive report_should be espeCially
useful to those individual programs offering services to severely and multi-
ply handicapped children in evaluating their individualization of services

*---1/2---aed-in---giving them insights as to how their own program can be improved.
It is particularly useful to practitioners Who will be using the repqrt
that the emphasis was on indiyid alizatibn as a process for decision making
rather than providing a set of 6 pOnents. Thus, the implementer of the
findings of the study has a broad icture as to the range of possibilities
available to any given program and an adapt or adopt alternatives that
will be Compatible with,or enhattce a given prOgram.

This report should also be a valuable reference in courses concerned
with_providing services for aeverely'or multiply handicapped children. In
addition, the findings,of the study'should stimulate tesearchers to study
sane- at--th'e' critical prdblems on a research basis.

It is my opinibn that this,studychas'the potential to make a valuable
contribution to the field when made available td.practitioners directing
programs, teacher trainers, and researchers.

Dr. Merle IE.Karnes, Ed.D.
College of Education . .

University of Illinois at Urbana-Champaign
Ch'ampaign, Illinois ,
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A Review ,

Indixidualizivg Services to
,

Deaf-Blind
and Other Multihandicapped

Children: State-of-the-Art, 1975
ti .

. .

A coMprehensive study of this'naure points'to the vast diversity
clf'approaches designed to cope with the complex problem of servdcede-
L4Tery to severely handicapped children.

The 'conceptualization for data gathering was uniquely appropriate
to maximize the scope of possible alternatives. Some very positive As-
pects were identified,-Stich as: 1).intense efforts to acciare relevant
diagnostic and evaluative data on the children; 2) a wide, variety of
`creative and flexible approaches to programming; and 3) the concern for
on-going evaluation of children and programs.

Less positive findings revealed 1) that there exista,generally
primitive "state of the art" in terms of definitions, communication be-
tWeen programs, philosophies for setting goals and planning programs,
and involvement of parents; 2) an,evident need for setting realistic
specific objectives for individualization in keeping with diagpostic
assessments; 3) the general lack of coordination df ideas, practices,
and resources between and across programs; and4) the need for new ap-
proaches to training of paraprofessional teachers d diagnostic per-

's sonnel in knowledge of functional developmental le le s of children who
are severely ,damaged.

4

r

1

The findings stress that a combination of roost ap ropriate alterna-
tives In-instruction, management, materials and equipme t is a feasible
rationale for individualization -- ,the key is personnel who can make,ra-
tional decisions as to the most logical alternatives.

Dr. Natalie C. Barraga
Department of Special Education
University of-Texas at Austin,
Austin, Texas

'10



A Review

Individualiing Services to Deaf-Blind
and Other Multihandicapped

Children: State-of-the-Art, 1975'

Chapters I through III deal specifically with a statement of the problem and
demographic ihfAmation regarding the parameters of the study and are quite inter-
esting. Chapter IV (Defining Individualization) includes a comprehensive set of
short -term goals and long-term objeceives, though not stated behaviorally. This
chapter also contains a fairly complete list of characteristics included within
the confines of individualization as applied to the multiply-handicapped individual.
Characteristics are listed within areas of assessment, objectives, curriculum, and
evaluation. An excellent scope and sequence chart of all pertinent services for.
the handicapped is included. There is also a brief bibliography at the end of
the chapter on individualized instruction. Chapter V (Defining Needs and Setting
Goals) includes an excellent and valuable list of resource personnel for'appraisal
in areas of medical, physical, cognitive, social and educational concern. Chapter VI
(Program Resources: Input for Individualization) is a summary of information
obtained from the questionnaires originally distributed and contains a compilation
of, physical resources, staff resources, and community resources available to the
participants of the questionnaire. Chapter VII (The Instructional Program) deals
particularly with the what to teach, rather than the how to teach, and as such
contains more general information, rather than specifics. However, extremely
interesting to a teacher for the multiply handicapped child is the section on
Alternatives: Materials and Equipment which considers the problems of hard-ware '

for the handicapped child. It poses particularly relevant questions to answer
regarding appropriatenes of equipment to a particular situation. This section,
in combination with Appendix F, which specifically lists materials and equipment
for various developmental areas is extremely valuable to the classroom teacher.
Chapter VIII (The Written Plan)prOvides formulae for writing plans whether total
service plan, individual service plan, or a plan written at the implementation
level. This would be a valuable resource for individuals not familiar with plan
sheets. ChapterIX (Parents) introduces an interesting concept of parent involve-
ment, in which some goals are directed toward the child, and some toward the .

parent -- an interesting and valuable:way of obtaining parent participation,
Chapter X (Post Program Alternatives) contains a compilation of the information
from the survey and a presentation of a variety of options to the reader.
Chapter XI (Individualization: Problems and Recommendations) contains a review
of these factors with a slight emphasis placed on the problems rather'than the
recommeadations. I wouild like to point out that-extremely valuable information
for teachers is contained in the appendices, such as a variety of assessment
scales in the area of communication, screening, self-help, and cognitive ( a most
comprehensive list); a comprehensive bibliography for curriculum in many areas;
a list:Of alternatives for equipment and materials; and samples of written plan
sheets used in various programs. The major strength of this paper is 'the
multiplicity of resources from which a teacher could draw.' It provides a
graphic representation of the many considerations necessary to a program of this
type.

Norris G. Haring, lArector

Noperimental Education-Unit, CDMRC, WJ-10
University of Washington
Seattle, Washington

11
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. CHAPTER I I

STATEMENT'CIF THE FRQBLEM ANDIlETHODOLOpY
, 01---

Statement of. the Problem

Current major emphasis_in the field of 4).eciq education is upon the deVelop-
ment, implementation, and evaluation of individualized d service plans or deaf-
blind and other multiply'handicapped childrep .The Program of Service to
Deaf-Blind Children and Youth in the Bureau 6 Education for-the Handicapped
has, for example, instituted a requirement th t all deaf-blind programs funded
under Title V-C in 1974-75 develop and evalua e educational plans for each
child served. In addition, recent legal decis ons (Wyatt vs. Stickney, 1971) ,

and federal guidelines have stressed the devel Pment of individualized,pfb-
,

grams foi7all handicapped children. Despite t is emphasis, however, little
has been done toward providing any basis-for alcommon orientation among per-

. .1' sonnel involved in programming for'these childOn, orfor sharing.systematic
approacheg,for attacking "tie problems inherent in this type of service de-
livery system.

e.
,

To date there has been no systematic attempt to describe dirqctly the
nature, scope, or process of individualization as it presently occurs in
prograzip for the severely or multiply handicapped., Recognizing this need
for information, the-Coordinators of theAlegional Centers for Services to
beaf-Blind, at a meeting in San Francisco, California in June, 1974,-decided.
to conduct a nation research effort td gather data on individual service
plans currently b developed for deaf-blind children, and to report on

4 /.
the state -of -the -art in the field. Because of its interest in gathering the
samecinds of information fiom programs sernng multiply handicapped childrerr
other than deaf-blind, the Texas Regional Resource Center, in Austin, Texas,

I C

agreed to contribute additional funding in order to extend.the study to
''''''''''' these programs, and acoepted responsibility for adhinistering the'studye_:-..

il c,

.4

The present report is.the result of this study, and is directed toward
supplying information about individualization by examining the literature
on individualization in terms'of its applicability to deaf-blind and other
multiply handicapped children, by analyzing definitions actually used by
individuals and programs serving these children, by looking at methods i

currently being used to implement these definitions, and by attempting to
synthesize these findings'into a comprehensive and. systematic framework.,

20
1



Specifically,the goals of the report are:
1. To define individualization in a manner relevant for. delivering.

services to deaf-blind and other multiply handicapped children;
2. To explore the array of alternatives=currently being utilizea by

a variety of programs in delivering individualized serviices to
`these populations;

3. To define the role of the child-by-ohqd Rlan in delivering in-
dividualized services; and.

4. To peovide a vehicle for sharing this information among programs.

a

Methodology

Instrumentation

Two questionnaires were designed for.use in the study.; The first was a
short sampling questionnaire used to gather demographic data. ,The second,
the main questionnaire, was designed to gather information covering defini-
tions of individualization, program components which are or should be in-
dividualized, and strategies which are being used to indiVidualize thede
various program components. ,Two versions of this questionnaire, one each
for,teachers andadministrators, were designed, pilot tested, and subse-
quently revised. These became the final questionnaires, which were sent to
participating programs.

Procedure

*V

A mailing list covering programs serving either deaf-blind or other multiply
handicapped children. was compiled from various sources. Coordinators of
Regional Centers for Services to Deaf-Blind were asked tor their cooperation
in contacting the programs funded through their centers. PrograMs serving
multiply handicapped children were contacted through use of the list of
Model projects for severely handicapped funded by Bureau of Education f arm
the Handicapped, through solicitation of program namerrs from state depart-."
ments of education, and by word of Mouth.

. .

E ch'program on the mailing list was sent the sampling questionnaire, a
le ter explaining the project, and a commitment form. Of the approximately
30 letters disseminated, 150 commitment forms were returned. Because of
th nature of the study, i.e., a state-of-the-art, it was decided to use'
al 150 of these in the study in order to gather as much. data as possible.
The e 150 programs received, sets of the main questionnaires, each set being
com osed of an administrative questionnaire and the number of teacher ques-
tionnaires which each program had indicated that it would be willing to
complete. Of these, 96 sets of questionnaires.were returned, and have yielded
the bulk of the data presented in this report.

to addition to the programs represented by the questionnaires, site visits
were made to 27 schools, or to programs within schools. Observations at

2,21
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these Sites supplied data which is'included in the narrative sections of
the report.

Lists of participant programs and site visits may be found in Appendices
'A and B.
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CHAPTER II

,DESCRIPTION OF THE SAMPLE

v

Description of the, Programs J

The following data are presencZTa as a means of describing character-
istics of the programs and liarticipants in the study. Of-the 96 programs'

_filling out questionnaires, 51 (53%),reported serving deaf-blind,
40 (42%) serve the multiply handicapped, and 5 programs (5%) reported
data for both populations. -(For a definition of the term "multiply
handicapped" as used in this stud', see Chapter

Age of Program

Table 1 shows the distribution for age of program,defined as time spent
in delivery-of services to similar populations, for programs reporting
services to deaf-blind, to multiply handicapped and to both populations.

TABLE 1

AGE OF PROGRAM BY-TYPE OF POPULATION SERVED

Age of Program Deaf-Blind
n ,%

0 - 1 year 9 17.6
28 55.0-.1------- yrsfg--

3 - 6 years 11 21.6
> 6 years '3 5.8

Totals 51 100.0

Population Served-

Multiply
handicapped Both Totals
n . 1. n % n %

6 4.0 --- 15 15.6
13 -10.5 1' 20.0 42 43.8
11 27.5 2 40.0 24 25.0
10 25.0 2 40.0 15 '15.6

40 100.0 5 100.0 96 100.0
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The majority of prograis foir the deaf-blind (55%) are from one to three
years Old, while more than half of the programs for other multiply
handicapped children are three years of age or older. Two-thirds of
..the programs less than one year of age are deaf-blind programs This
is to be expected, as only recently has the deaf -blind population received
separate funding on a large scale. (

Size of Population of Program locale

Table 2 reports the size of the population in the area4urrounding the
three types of programs.

TABLE 2

SIZE OF POPULATION OF PROGRAM LOCALE,
BY TYPE OF POPULATION SERVED

Population of
Program Locale

Population Served

Multipfy

Deaf-Blind handicapped Both 4 Totals
-n . %

2,500 2 3,9 1 2.6 -- -- 3 3.1
2,500-50,000 12 23.5 16 41.0 2 40.0 30 3'1.3
56,000 . 37 72.6 p 56.4 3 60.0 62 64.6

Other
Totals' 51 100.0 39 100.0 5 100.0 95

The majority of participant programs reported being located in urban
areas with greater than 50,000 population. There were proportionately
more multiply handicapped than deaf-blind programs in areas with
population from 2,500 to 50,000.

Funding

Table 3 depicts sources of funding for the deaf-blind, multiply handicapped,
and combination programs.

5
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TABLE 3

SOURCE OF FUNDING BY TYPE OF POPULATION SERVED

Source of Funding Deaf -Blind
Multiply
handicapped

Population Served

.

Totals

.

Both
n % n .% "n % n

..tPublic (state,local) 13 29.6 20 54.1 2 67.0 35 41.7Federal 26 59.1 12 32.4 1 33.0 39 46.4Private i 4.5 2 5.4 - 4 4.8
Tuitions 1 2.7 - 1 1.2
Other * 3 6.8 2 5.4 .- 7-- 5 5.9
Totals 44 100.0. 37 1,00.0 -3 100.0 84 100.0
* Other includes sources such as United ,Fund and other.non-profit organiiations

While over half."of the deaf-blind programme tothis questionnaire
(59%) reported receiving a majority of their funding from federal sources,
a comparable percentage of the multiply handicapped programs (54%) were
state or locally supported., Federal sources also funded a large percentage
(327.) of the multiply handicapped programs, and nearly 30% of the deaf-
blind programs report,ed receiving state or local support. Overall,
the primary sources of fUnding for both def-blind and multiply handi-
capped programs were federal and state or local sources.

Type of Program

Table 4 indicates the frequencies Spd per tages of deaf+-blind, multiply
handicapped, and combination prograbs which are day, residential., both,
or other. Programs classified as "both" inc ude programs which are'
primarily residential, but which also serve day pupils. Programs
labeled "other" include programs which can not be considered asbeing
primarily either day or residential,for example, those which are
implemented totally by parents in the home..

While the overwhelming majOity (63%) of programs for the multiply handi-
capped were day programs, the'desf-blind programs were fairly equally.
divided between day (43%) and residential (37%) settings. Only 5% of
the0reported multiply handicapped programs were residential.

2&'
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TABLE 4

TYPt OF PROGRAM (DAY, RESIDENTIAL) BY TYPE OF POPULATION SERVED

..

Type of Program Deaf-Blind
n %

Day 22 43.1
Residential 19 37.3
Both -

7 , 13.7
Other 3 5.9
Totals 51 100.0

Population Served
Multiply .

handicapped Both Totals
n % n % .- n

,
ti>

25 1.. E.2.5 3 60.0 50 52.1
2 5.0 1 20.0 22 22.9
6 '15.0 - 13 13:5
7-., 17.5 1 20.0 11 11.5

40 100.0 5 100.0 56 ' 100.0

'Setting of Program .

.
. .

In Table 5 can be found percentages of deaf- blind, multiply handicapped
.and combination prbtraias located in a with of settings.

TABLE 5

SETTING OF PROGRAM BY TYPE OF POPULATION SERVED

I

Setting Deaf-Blind
'n

Agency . 7. 13.7 8

University 1 2.0 1

Hosp4.tal 2 4.0
Home -..- '' 1 2.0
'Reg. pub. school
campus 11 21:5 19

Separate pub.
school campus 4 7.8 7.

State school 21 41.2 2

Private day
school

Homebound -- 1

Private res:
.

school 3 5.8
Other * 1' 2.0 --
Totals 51 100.0 40

Population Served
Multiply
handicapped Both Totals

n %

20.0 2 40.0 17 17.8
2.5 -- 2 2.1

1 20.0 3 3.1
-- 1 1.0

47.5 1 -- -- 30 31.3

17.5 . 1 20.0 12 12.5
5'.0 1 200 24 25.0

5.0 2 2.1
2.5 1 1.0

3 3.1
1 1.0

100.0 5 100.0 96 100.0

7 2(;
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Ao Other types of
dttlogls, shelt

constatatidn t

,settings reported included such service locations as medical
'theyworkshops, multi-s6hobl programsgroup holes, and

dviither programs.

c

-The largegt percentage (41%) of deaf-blind programs reported were
.ocated in state schools, while nearly half of all,multiply handi-
capped programs were fetilid on regular public schappl campuses. Of the
five., programs reporting services to both deaf-blind gnd multiply handiT
capi4d,theaajoricy..(2)1,7erelocatecrimagencies.'.

/

AiGeographical.area-served by uogram

Table 6 depicts the geographical areas served by- reporting deaf-blind,
multiply handicapped,'and combination programs.

TABLE 6
r'

GEOGRAPHICAL AREA SERVED BY PROGRAM,
- BY TYPE OF PO I.ILATI6N SERVEb.

%le

(
1.

Geographical Area Deaf-Blind.

Population Served

Bbth Total's

Multiply ,

handicapped
.n % 1.1 n n

Multi:7state . 1 2.0 - - fl 1.1
State ,--

1.7 34.0 8 20.5 2 40.0e 27 28.7
Within state - 12, 9 23.1: 21 , 2t3
County 13

.24..0

26.0 14 35.9 1- 20.0 28 29.8
-City 5 10.0 5 12.8 2 40.0 12- 12.8
Neighborhood 1' 2.0 1 1.1

;16 Other * -1 2.0 3 7.7 4 4.2
'Totals 50 '100.0 39 100.0 5 100.0 94 100.0

, * Other includes

.c

In general, deaf-blind programs
areas, than did programs for the

. eVe'irgeogtaK4:1aarea llsteV
Aandicgmied pr, ms repgrted serving a
percentage. (34%) of deaf-blind,piograms

,possibly ,reflecting the large number of
,lotation Ift'resi,dential settirigs-

school' districts, cooperative districts, and combination.

, .,'"'

reported serving larger geographical
multiply handicapped, and were found ini .

The Arfest percentage (36%) of multiply'
county -wide area, while a 91Milar
reported serving an entire state,
deaf-blind programs reporting

(,)

2; e
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4 Characteristics 'of Respondents

Respondents: Administrative Questionnaire

Table 7 illustrates the frequencies and percentages of roles represented .

by individuals filling out the administrative questionnaire.

r s'

A /
vp

c.TABLE 7

RESPONDENTS; ADMINISTRATIVE QUESTIONNAIRE .

Types of Personnel n 7.

Administrator 67 55.8
'Supervisor 14 11.7
Teacher 23. 19.2
Ancillary persontlel 7 5.8
Other * 9 7.5
Totals 12 100.0
* Other includes therapists, nurses, ai.des, cottage, personnel, business
manager, social worker, psychologist, speech pathologist, child development
specialist, and secretary.-

OL'ihe total number of kinds of personnel involved in filling out the
administrative questionnaire, the majority (567) were in administrative
positions, with teachers tidying the second largest representation (19%).
Because more than one type of individual could be involved in completing
the questionnaire, the total number pf personnel involved (120) exceeds
the total number of program's (96). *

NOTE: Many questions on thequestionnaire'were of the same type.
Percentages in these cases are usually based upon the number of respondents
to each-particular section of the question. In some cases, they are based upon
the number of respondents to any one of the, sections of that question.
In either case, percentages may exceed 100%; similarly, frequency of
responsei may exceed actual number bf respondents. A

s'

J.
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Respondents: Teacher Questionnaire

Each of the ninety-six administrative questionnaires was accompanied by
between zero (0) and ten (10) teacher.qcestionnaires. The number of
teachers involved in filling)put any one Auestionnaire also varied con-
siderably, ranging from one (1) to eight-(8).

The fallowing data describe the teacher population froM whom questionnaires.
were reciived.

,

Level of education. Table 8 illustrates the levels of education of respon-
dents to the teacher questionnaire. Again, percentages are based on the
number of respondents to that item. For example, cell #2 under deaf-blind
indreates that, of the 80 respondents from deaf-blind programs, the highest
degiee held by 13 (16%) was a high school digloma.

TABLE 8

HIGHEST DEGREE-HELD BY TEACHING
PERSONNEL, BY TYPE OF POPULATION SERVED

4

Highest
Degree

Population Served'

Deg-Blind
Multiply

handicapped Both Totals
n %

None - 1 1.5 -1 10 2 .1
High school 13 16.3 8 12.3 2 20' 23 14.8
Pre-bachelor 10 12.5 5" 7.7 - - 15 9.7
Bachelor 35 43.75 27 41.5 3 30 65 42.0
Vaster's.
boctorate

20

-

, 25.0
-

17

-

26.2

-

3

-

30

-

40
-

25.8
-

Other 2 2.5 7 10.8 1 10 10 6.5
Totals 80 65 10 155

Divided according to the categories above, the majoritY of teaching person-
nel in all. 3 types of programs had bachelor's degrees, and substantial per-
centages in all 3 prograMs possessed master's degrees. By Combining cate-
gories up to bachelor's, it can be seen that more than one-fourth (2.k) of
the teaching persbnnel in deaf-blind programs had less than bachelor's
degrees, and 22% of teaching staff in multiply handicapped programs had
not completed college..Thirty percent of the individuals employed in combi-
nation programs had high school diplomas or less. (It should be noted
that paraprofessional staff were included among the respondents tothe
teacher questionnaire).

2(4
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Time of deuee. Table 9 shows the time of!degr for teaching personnel
reporting from deaf-blind, multiply handicapped :nd combination programs.
As before, frequencies and percentages were gom uted on the basis of num-
ber of respondents to that item, not on total number,of respondents. As

teather questionnaire represented from one to eight teachers, frequen-
cies exceed pumber of programs responding:.

/

.

TABLE 9
.

.

TIME OF DEGREE OF TEACHING STAFF,"BY TYPE

each

OF POPULATION SERVED.

,

Population Served
Time of .Deaf- Multiply
Degree _blind handicapped Both' Totals

n n % n % n
1950 5 8.3 2 *'3. 8 2 25.0 9 7.4

>1950-1960 5 8.3 .5 9.4 - 10 a.3
>1960-1970 13 21.7 16 30.2 2 2.0 32 25.6
1970 37 61.7 30 56.7 4 50.0 71 58.7

Totals 60 100..0 '53 ' 100.0 '8 100.0 121 100.0
'z

For all three types of programs, the highest degrees held were received in
1970 or later. Other substantial percentages of highest degrees were
received between 1960 and 1970. The trend was the Same across program
types.

Certification. Table 10 reports the frequencies and pereentages of various
types of certification held by teaching personnel in deaf- blind, multiply
handicapped and combination programs. In this case, figures presented.
exceed the number of programs.responding for two reasons: (1) from one
to eight individuals' were represented by each teacher questionnaire, and
(2) some individuals held more than one type,of certification.

The largest percentage of personnel_working with the multiply handicapped
(25%) were reported to be certified in mental retardation. Another sub-
stantial percentage (19%) were certified'in elementary education, and
9% were certified in secondary education.,

30
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'TABLE 10

CERTIFICATION HELD BY TEACHER RESPONDENTS, BY TYPE
OF POPULATION SERVED

Population Served
. CertificatiOn

Administrator
Supervisor
Secondary
Elemen4ary
Early child-

hood-regUlar
Vocational
ed.

Speech

Mental re-
tardation

Vision
Deaf

Deaf-blind
Crippled &
other

fiealth .

impaired
Learning, dig

abilities
Emotional dis-
turbance

Early child-
hood-special

None
Other*
Totals 142
*Other includes
and multiply handicapped.

Deaf- Multiply .

blind handicapped Both. Totals
n % n % n % .0. n , %
3 2.1 1. 1.0 - 4 1.'3

1 .7 - - - '°1 .3
9 6.3 9 9.3 2 6.7 20 6.3

26 18.4 18 18.6 5 16.7 49 15.4

3 2.1 1 1.0 3 10.0 7 2.2

1 .7. 1 1.0 - - 2 .6

10 7.0 4 4.1 2 6.7 16 5.0

'14 9.9 24- 24.7 3 10.0 41 12.9
15 10.6. 4 4.1 3 10.0 '22 6.9
16 11.3 3 3.1 3- 10.0 22 6.9
12 8.5 1 1.0 2 61.7 15' 4.7

i
3

3 2.1 6 6.2 2 6:7 11 3.4
,..

7 4.9 5 5.2 - 12 3.8

2 1.4 6- 6.2 - 8 2.5

3 2...1. 1 1.0 2 6.7 -6 -1.9
10' 7.0 8 8.3 2 6.7 20 ,6.3
7 4.9 5 5.2 1 3.3 13 4.1

100.0 97. 100.0 30 100.0 319 100.0
phySical education, social work, physical therapy, music,

' .
.

The largest percentage of teaching personnel working with the deaf-blind
had certification in elementary education (18%). Substantial percentages
were certified in mental retardation (10%), vision (11%), and deaf edu-
cation (11%). Nine percent of those teaching the deaf-blind reported
having certification in that area.

,
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Summary

Of the programs reporting, the deaf-blind programs were younger than
those for the multiply handicapped. The majority of all programs were
located in areas with greater than 50,000 population. The deaf-blind
programs were primarily federally funded, while the multiply handicapped
programs received the majority of their support from state and local
sources. Most of the multiply handicapped programs were day programs,
while the deaf-blind programs were roughly evenly divided between day
and_ residential settings. The largest percentage of deaf-blind programs
were located in-rmte schools, while nearly half of the multiply handi-
capped pr6grams were located on regular- public school campuses.

Administrative questionnaires were filled out by a variety of toersonnel,
with administrators constituting the largest percentage. The majority of
personnel filling out the teacher questionnaire possessed bachelor's
degrees, and nearly half of.the programs reported personnel with master's
degrees. The 'majority of these degrees were received in 1970 or later.
The types of certification held by these individuals varied widely. The
majority of programs for the multiply handicapped had personnel certified
predominately in mental retardation and elementary education; the same
was true for the majority of programs for the deaf-blind, with additional
large percentages reported in the areas of vision and deaf education.

C
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1.

CHAPTER III

DEFINING ABBE POPULATIONS SERVED

-

Demographic Data

Children served by the programs returningAthe questionnaires exhibited a
wide variety of characteristics.

Figures l and 2 display the ages and developmental levels of children
as reported by programs serving deaf-blind and other multiply handi-
capped children.

Figure 1

Ages and Developmental Levels of Children
in programs for Deaf-Blind

60_,

50.-

% of

Children
40 _

0
20 ,

10 -

0

1 1

642 3-5 6-9' 10.-12 13-15 16-21-

Age Level

- Age (n=853) -.- Developmental level (n=759)
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Although billy Ziper cent (7 %) of.the students in deaf-blind progralg
were chronologically 0 to 2 years old, 53% of deaf-blind students ads.
0-21 functioned at a 0 to 2-year-old level. The chronological 0 to.2
year level contained the smallest percentage of children of all the,f.,
age categories, tihile the developmental 0 to 2 year old level contaid
the largest percentage of all the categories. That deaf-blind childlen
were for the most part developmentally behind their chronological ages
is apparent. Ten per tent of the deaf-blind children were ages 16-21,
but only .3 per cent (.3%) of t.e students were reported to be_functioning
at this ldvel. Similarly, althoug-11 per cent (11%) of the population
was 13 to 15 years, old, only .5 per cent (.5%) of the deaf-blind
children represented in this study functioned at that level. The
largest peitentage (30%) of deaf-blind children were between the ages
of 6 and 9.

% of

Children

Figure 2 _

Ages and Developmental Levels of Children
in Programs for Multiply Handicapped

60
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o
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- Age (m=2329) Developmental level (n=1949)
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at

Multiply handicapped children were also, for the most part, functioning
below chronological age level. 'However, the difference between age
and developmental level was not nearly-so dramatic for the multiply handi-
capped as it was for the deaf-blind. The largest percentage (26%)
of multiply' handicapped children were 6 to 9 years old, while 31%
of the multiply handicapped students represented in this study func-
tioned at the 3 to 5 year old level. Although only 4 percent of
multiply handicapped children were 0 to 2 years old, one fourth of the
population sampled functioned at this level (for deaf-blind, these
percentages were 7 and 53%, respectively). Perhaps the most striking
contrasts were apparent at the upper'a e levels. Roughly the same
percentages of deaf-blind an mu t ply handicapped were 10-12 years
of age (22% and 21%), yet 12'percent of the multiply handicapped,
as compared to 4% of the,deaf-blind, functioned atthis developmental
level. Larger percentages of multiply handicapped students were ages
13 to 21; this could account in pait for'the larger percentage functioning
at the 10 to 12 year old level. It should be pointed out that the
term "multiply handicapped", as used by the sample respondents, included
such a wide variety of conditions and combinations that all inter.:
pretations of data for the multiply handicapped should be guarded
(iee Chapter III).

Tables 11 and 12 depict the types of multiple handicaps reported for
the two populations of children.

As might be'expected, the major multiple handicap reported for the
children in deaf-blind programs was a combined vision and hearing
handicap. Thirty-six percent (36%) of the enrollees possessed phis
combination, Mental retardation, anotherprbvalent,handicap, occurred
most often in conjunction with a visual handicap'. (16% of the reported
students) andJess frequently (10%) in conjunction with a hearing
impairment. Overall, mental,retaiVation was reported to be present
in 32% of the deaf-blind students.: Physical handicaps, present in
20% of the students, occurred most frequently in combination with
blindness, mental retardation, and deafness.' Learning disabilities ;
and emotional disturbance were reported rather infrequently as major
handicaps. Fifty -eight percent of the deaf-blind students were either
partially hearing or deaf, and 70% were either blind or partially
osighted. (It is to be noted that the table represents combinations
of only two major handicaps. The national incidence figure for handi-
caps is- 2.2 per person, and many children, especially rubella babies,
have more than 2 major handicaps. However; thisAnforMation is not
reported in the table).

(
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A wide variety of multiple handicapi were reported. The most frequently
occurring multiple handicap was mental retardattan plus a.physical handi-
cap. Nearly 17% of children in programs for the multiply handicapped
possessed this combination. Thirty-nine percent (39%) of the multiply
handicapped had hearing impairments, and 30% had-visuat'iMpairients.
Nearly half of the students were mentally retarded in addition to another
handicap. Thirty-five percent (35%) of the students were physically hands
capped in additia to one other handicap. (Again,-it -must be noted that
although some children may possess more than 2 handicaps, only combinations
of two,are reportedinhis table). The only multiple handicap not re-
ported as occurring in population was blindness plus a learning dis-
ability. Nearly 6 percent (6%) of multiply handicapped students were
mentally retarded /emotionally diiturbed, while 11 percent were mentally
retarded/hearing impaired. Ten percent were mentally retarded/visually
impaired: Nearly twenty: percent of all multiply handicapped children
represented reportedly were learning disabled, andt.19 percent were Con-
sidered to be emotionally disturbed. ThesitwO handicaps were about twice
as frequently reported for/the multiply handicapped ,as they were for
deaf- blind.

\

While most definitions of my multiple handicap involve the Presence of
at least two handicaps, many multiply handicapped children have more
than two handicaps. Table 13 represents the percentage of programs
.reporting a majority of children with more than two major handicaps.

I

TABLE 13

PERCENTAGE OF PROGRAMS WITH 50-100% ENROLLEES HAVING MORE
-THAN TWO MAJOR HANDICAPS, BY TYPE OF POPULATION SERVED

Population n

Deaf-blind (n=43) 35 81.4
Multiply handicapped (n=39) 12 31.6
Both (n=3) 2 66.7

Of the programs serving the multiply handicapped, which one might expect
to have large percentages of children with more than 2 handicaps, only
32 percent (32%) reported serving children with more than two impairments.
Eighty -two percent (82%) of the deaf-blind programs, on the other hand,
contained children with more than 2 handicaps. This'is perhaps due to
the presence of large'numbers of post-rubella children, who commonly
possess handicaps in addition to'vision and hearing impairments.

o
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Defining Deaf -Blind -and Multiply Handicapped

Many times, words seem tp hinder communication. The present study has
encountered many instances of this phenomenon, with the,sanie words
having different meanings Within'idifferent,contex'ts, and different
words being used to convey the same meaning.

The Most outstanding example may-be found in the definItIons for
"deaf-bland" and "multiply handicapped." Enumeration and discussion
of the meanings implied by these terms is interesting in itself; it
is also necessary as a context within which to interpret this report.

Definitions of these two terms differ. along thee dimensions of explicit-
ness and level of formulation, as Well as in their context and inter-
pretation. These dimensions can have consequenles for heterogeneity
of the population served, for sharing of a common orientation both
between and within programs, and for accountability.

Explicitness of Definition of Population Served

Table 14 shows percentages for a continuum of explicitness of definition
for the two terms, as reported in the two types of questionnaires.

TABLE 14

EXPLICITNESS OF DEFINITION BY TYPE OF POPULATION SERVED,
AS REPORTED BY ADMINISTRATORS AND TEACHERS

Deaf-Blind

Population Served

Multiply Handles ed Both,
A ' T A T A' T

Explicitness of (n=42) (n=41) (m=38) (n=34) (n=3) (n=3)
Definition % % % % % %

. .

Official, in
writing 71.0 85.0 74.0 68.0 100.0 100.0

Official, not
in writing 14.0 5.0 5.0 9.0
In writing,
not official 5.0 - - - 8.0 12.0

Not in writing,
not official 10.0 10.0 13.0 12.0 - -

A = Administrator; T = Teacher
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\
Tht vast majority of all respondents, both teacherv,..a4administrators,
for all three types-of programs, reported using offikially written
definitions of the handicapped'population they serve. It is to be
noted, however, that some deaf-blind and multiply4ndicapped programs
currektly providing services to children reported haying neither official
nor written definitions of the populations, they serve.

Level of Definition *41

Table 15 shows the level of formulation of the definition of the
population by type of population served, as reported.on the administrative
questionnaires.,

TABLE 15

LEVEL OF DEFINITION BY TYPE OF POPULATION-SERVED

Population Served

Level of ,

Definition Deaf-Blind Multiply Handicapped Both
(n=40) (n=38) W(n=3)

Classroom --
Program 30.0 31.6
State 7.5 47.4 %.

'Region 15.0 10.5
BEH 45.0 5.3 ....

Other * 2.5 .

5.3

33.3
66.7

*Other included AAMD, board of directors, ataff"Meeiings, and proposals.

Nearly half (45%) of the'deaf-blind programs defined their population
according to BEH guidelines, while nearly half (47%) of the multiply
handicapped programs served children according to state definitions.
(It is to be remembered,that the majority of deaf-blind programs are
federally funded to some degree, while the multiply handicapped programs
are primarily state and locally supported), Roughly equal percentages
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DO and h7 respectively) of deaf-blind and multiply handicapped programs
deported operating under definitions of handicapping conditions formulated
at the program level. r

Definition of Deaf-Blind

The most common definition used by progiams,:reportineservices to.deaf-
blind,was that formulated by the Bureau 6f Education for the Handicapped
(BEH)., In'essence, BEH defines deaf-blind as a combination of auditory
and visual handicaps, the combination of which Is severe enough to pro-
hibit'education in programs designed for either one of the handicaps
alone. ,The commonality of this definition results, of course, from
the presence of the'regional network of services--deaf-blind, funded
through BEH. There Were, however,'s few differences noted in\definition;
-,these differences were directly related to the orientation of thec
pry:Ir.am offering the definition. For exampley-ona'therapeuticall?,
oriented program defined deaf-blind as sensory problems (in the areas
of vision and hearing) which prevent realization of life-centered goals.

Programs set wIthin,scliools or organizations.. primarily serving other
types of handicapped populations often defined-the deaf-tbiind as having
deafness and blindness as major handicaps in addition,to,the primary
type'of handicap served. .For example, a school primarily OffeHng
services to the physitally,disabled.might define deaf-blind as,these '

the-blind or deaf might define deaf- find in terms of a need for

, sensory impairments in addition to aysical'disability. A schqol for

support serviees to meet the needs caused by the other handicap:
4.

In addition to these differenceS in orientation, differences in inter-
pretation were' reported. These fell primarily into the categories of

* legal on funCtionbl.interpretation. Legal definitions for, blindness .
ere stated in terns of actual measured acuity`and visual field, while

..l

hose9for deafness were stated in t

definitions were stated as degree of use o
tiMes, hard-to-teat children (particularly in state
to be deaf-blind until they,demonstrated otherwisela
included in the serices. Still another vajilltion wad the inc
perceptual problems, in either vision or in hearing. The distinction
between these tOo'kinds.of definitl.ons,the legal and the functional,
is extremely important, as (1), it defines the parabieterl within which
children are accepted into programs, and (2) may serve to',hinder
communication between programs.

of'decibel Functional
ion andllearing4 At

schools), were assumed
s could/be h

.1

22

1



p

r

Definition of Multiply Handicapped,

There is no governmental network for services to the population called
multiply handicapped such as exists for deaf-blind. Probably as a
consequence, at least in part, the term 'multiply handicapped" is not
defined spedifically on a national level. Instead, it is included
within the,definition of Severely handicapped which was formulated
by the BEH Task Force on-Severely Handicapped Children and Youth.
In essence, this definition defines a severely handicapped child as
one whose impairment is of such severity that he can not be served
in traditional regular or speCial education programs. A _multiply
handicapped child is mentioned as one sub-category of this definition.

ow,
Funding of programs on the basis of services to this population is
also a relatively new phenomenon. Only ten (10) such programs were
fundedby BEH in 1974-75 (see Appendix C for list).

Because no brganized network such as exist's for-deaf-blind exists
for multiply handicapped as a population, because fundingpatterpf
do not demand any.centrally defined definition, and because the term
multipl handicapped is' not specifics the BEH definition4or this
population was, not reported as often as the BEH definition of deaf-blind.
Rather, there were a' great variety of definitions. reported by Programs
serving the multiply handicapped.

These definitions generally fell, into categories depending upon the
oYientation.Of the program, as did the variations from the BEH definition
of deaf-blind. One.category of.definitions was that im which one of
the multipldhandicaps*Was physical: Other handicaps named in combination
with the,physftanikpairment were in the areas of vision, hearing,
retardation, speech,-and emotional disturbande. At least one program
defined multiply handicapped as the presence of two or more-physical

-Impairments A second category combined other handicaps with a sensory
handicap. For example, a multiply handicapped child was defined by.
a progiam in a school for the blind-as visually impaired plus another
handicap, eaf-blind was excluded from this definition). A third.
major.categ ry, and the most predominant one, defined multiply handicapped
as mental retardation combined with,another handicap. A more specific
'definition within the Same 'category defined multiply handiCapped as
measured IQ at least two standard deviations below the mean, combined
.with another handicap.

While all of the above defined multiply lighdicaPPed as the presence of
a two handicaps, several prograVs'Octended the,definition along
the diMens everity, and included impairments which were not '

necessarily multiple, ich were severe. :4 ?or example, children
with measured IQ's in the saVe-te- rofound raw were included by
several programs (and in fact, much li-i-el'iture,fails to distinguish
between multiply handicapped and severely or proiaadIy-retarded,
possibly because they,so often occur together).' .

ma.
4
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Several programs indicated that they do not define multiply handicapped
because their programs are meant for one handicapping condition, such
as physical. The children, however, were reported to actually have
more than one handicap.,

.2

In addition to definitions listing. the presence of types of handicapping
conditions, there were definitions based primarily on needs. Multiply
handicapped wa$ thus defined as:

(1) two handicaps, each requiring special education servipes,
(2) handicaps requiring a combination} of, technologies,
(3), handicaps requiring extraordinary podification of methods.

Thus, while the term deaf-blind, as used by programs serving deaf-blind,
differs primarily in interpretation, the term multiply handicapped has
A wide variety of meanings. The commonality between all of these
definitions seems to be that,-because of a combination of, handicaps,
extraordinary services may he needed.

In view of the fact that teachers are being certified as teachers of the -

multiply handicapped,and that, in addition, literature is being
accumulated on the multiply handicapped, it. would seem that a need hasz,

. arisen for some common definitions so that the term multiply handicapped
can communicate at least similar meanings to individuals with different
orientations.

The variety of meanings implied by both terms, deaf-blind and multiply
handicapped, should be kept in mind in reading any literature on the
subject, including this report.

ri
t)
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CHAPTER IV

DEFINING INDIVIDUALIZATION

Because little agreement exists in the literature concerning the definition
of individualization, simple definitions of the term, no matter how explicit,
present only a limited,picture of the way,in which it is actively interpreted
and used.,. At the very least, the definitions vary as to the-nature of the
components of the definition (from physical Classroom characteristics to pupil
behaviors to instructional sequences), the number of such components included
in,a definition (one or many), the individual responsible for arranging the
environment (administrators, teachers or pupils) and, perhaps most importantly,
the process by which the components are chosen in any gilien. instance. The
incomparability of such definitions may in part be alleviated by examining the
stated goals of individualization in addition to specific definitions. There-
fore, definitions and goals of individualization will be presented together
in ordbr to promote the broadest understanding of the way in which the term
is currently being interpreted and implemented by both writers 'andw,aoti-
tioners.

to.

Goals and Definitions from the Literature

the goals of individualization, as compiled from their repeated appearance
in the literature, are:

1. To provide a more democratic educational system,
2. To cultivate individual differences,
3. To provide a motivating environment, and/or most commonly,
4. To develop learners who are self-directedindependent,

and self-appraising.'

Many definitions of individualization, i.e., the manner in which these goals
are tp be met, generally revolve around the presence or absence of one of
three types of characteristics: physical/environmental characteristics,
areas of pupil decision-making, or procedures for prescriptive teaching.

Examples of each will hopefully serve to eliminate some of the confusion
surrounding the comparison of three such diverse types of definitions.

Some of the more common physical/environmental characteridtics associated with
or used to define individualization include:

44
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1. Open space
2. Team teaching
3. Non-grading
4. Continuous progress
5. Self-paced _materials,

6. Monitoring'of.progress
7. Feedback and change

Some authors define the presence of one or more of the above as individualization
itself. In other instances, although the presence of the characteristics is
not alone assumed to comprise individualization, the manner in which such
characteristics contribute to individualization is not made explicit.

The definitions composed in whole'or in part of pupil decision making are
those in which the student has control over decisions concerning:

1. Goals and objectives
2. Content
3. Grouping
4. Materials
5. Learning method
6. .Activities
7. Monitoring of progress
8.. Feedback and change

In other words, the student designs and carries out his own instructional
sequence within a certain context. The role of the teacher A'these instances
is commonly that of (1) resource personYor .(2) manager of the learning
enVironment. The amount of control exerted by the teacher varies, of course,
with the situation and with student characteristics, but in general the 'teecher
is a facilitator rather that the p'rimary agent of instruction.

The definitions of individualization which are based on some form of
prescriptive teaching generally include the following characteristics:

1. Appraisal of instructional level
2. Specific statementOf goals and objectives
3. Specifically designed instructional methods
4. Specifically stated activities
5. Continuous record-keeping
6. Feedback and change

Again, In some instances, the very presence of such an instructional sequence,
is stated as constituting individualizition. In other 'instances, it is implied
by some authors that the relationship between such'a sequence and individualize=
tion is self-evident, and no further explanation is given.

14n

Another way in which individualization is defined is concerned less w
presence or absence of characteriStics than it is with optio Ifexible
use of phySical facilities, organizational patterns c er rQles, curricula,
methods, materials, and media. Similarly dualization may be defined
as decisions based on student ne n some definitions, then,emphasis is
on the process rather the characteristics of individualizing.

43
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These definitions, in addition to being quite broad, are drawn from regular
educatiowliterature, rather than from literature directly concerning
handicapped populations. The question may therefore be raised as to whether

.

or not these definitions, characteristics, and processes can be directly-ttans-
lated into use with the severely or multiply handicapped child. Surface exami4
nation tends to indicate that they may not be directly applicable, in parti-
cular those definitions in which the child exercises primary control over his
own instruction.

Literature directly relating individualization tp programming for handicapped
children is quite scarce. 'In special education, the necessity for indivi-
duali'zation seems to be assumed from the nature of, the population, and being
assumed, ip not dealt with either explicitly or directly.

One notable exception is the Callier Center's comprehensive report on its use
of a systems approach to individualizing instruction for deaf children
(Powell & Burroughs, 1973). The approach first identifies the components which
are central and tangential to the educational process. These components in-
clude not only instructional elements (personnel, materials, equipment,'space,
etc.) but also extend to environmental variables such as parents, outside
resources, and the Eommunity, which directly or indirectly impinge upon the
child. Obviously,4buch a definition of individualization takes into account
far more variables or influences than traditional definitiOns.

Second, the system is designed to allaWV6F-aff-integrated and systematic
interaction between Components within the system, and to accommodate itself
to Changes in the universe, of relevant components depending upon feedback from
tUeinstructional system. Physical characteristics and other components are
important in their effect upon the entire interactional system, and are
affected by it. The child is the focus of this activity, and also in turn
actively 'affects' all of the Components. Each, child's interaction with. the
components is thus unique, and his educational program is in turn unique.

Goals and Definitions from .the Study

The goals of individualization; as stated by the practitioners queried, are
more explicit than those.offered in the literature on "normal" populations.
In addition, the goals fail into two major categories which can be viewed as
comprising a time continuum. For example, many of.the more explicit goal
statements may be contained within the term "independence," which is one of
the major goals presented in the literature. These goals, as expressed by
persons filling out the questionnaire used in this study, are enumerated
below under, the headings "Now" and "Future," a difference between ."What we
want the child to be when he leaves our program" and ;What we want the child
to be in the futuie:" In some instances, the "futurd" goals can be viewed as
time extensions of the "now" goals:

4,
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Now Goals .

1, Successful entry into another environment (community, another
school)

2. At highest academic level possible -

3. Progressing through develdpmental sequence
4. Development of social skills
5.1kevelopment of environmental awareness (self, others, environ-

ment)

6. Reduction of stereotypic and self-abusive behaviors
7. Reduction of dependency
8. Development of independence in self-help
9. Development of useful iommunication skills
10. Use of residual sensor! capabilities
U. Development of positive self-image
12. Salable skill
13. Ambulatory
14. Development of recreation skills

Future Goals
1. Is functional member' of society
2. Has developed to fullest potential
3. Blends into community

- 4. Is independent in:

vocation
living skills
recreation

5. Has constructive independent activity_
6. Functions in a family unit

In planning services to meet these goals, each program or school operates
under its own definition,,of individualization, which may or may not be in
common with other programs or schools. In addition, the explicitness of the
definition (officiality, whether or not it is in writing) varies considerably.
gable 16 depicts the level of formulation of definitions under which services
are currently being delivered by programs participating in this study, while
Table 17 depicts the status of these programs in_relatlon to the explicitness
of the definition orindividualizetiOn under which they are currently
functioning.

Table 16 shows that, in programs for both the deaf-blind and the multiply
handicapped, the definition of individualization was formulated primarily
at the program level. However, nearly one-Ilifth (19%) of the multiply
handicapped programs reported using a state level definition of individuali-
zhtion.

. .

Table'17 shows that,according to administrators, programs for all types of
handicaps have a substantial percentage of explicit definitions (official .

and in writing). However, teachers, reported overwhelmingly (60%, 60% and
80% for deaf-blind, multiply h4ndicapped, and both programs) that the
definition of individualization was neither in writing nor official. At

4ir
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TABLE 16

LEVEL OF FORMULATION OF DEFINITION OF INDIVIDUALIZATION
AS REPORTED BY ADMINISTRATORS, BY TYPE OF POPULATION SERVED

Population Served
Deaf- Multiply

Level blind handicapped Both
(n=43) (n437) (n=3)

Classroom 11.5 5.4 33%3
Program 69.8 56.8 33.3
State 9.3 18.9
Region 4.7 8.1 33.3
BEH - -

Other 4.7 10.8
Totals 100.0 100.0 100.0

TABLE 17

EXPLICITNESS OF DEFINITION OF INDIVIDUALIZATION
BY TYPE OF POPULATION SERVED

Population Served
.Explicitness of
Definition

Deaf-
blind.

Mulfiply
handicapped Both.

A T A A

Official and
in writing

Official, not
in writing

In writing,
not, official

Neither' '

32.6

25.6

11.6

30.2

19.0

11.9

9.5

59.5

36.8

18.4

10.5

, 34.2

21.6

8.1

10:.8

59.5

66.7

-

33.3
20.0

80.0
A= Administrative questionnaire; T = Teacher questionnaire

48
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best, this can be interpreted as meaning that even if officially written
definitions exist for programs, they are not known to implementers, and thus
are not being used as the direct basis for individual programming for
children. Lacking this comprehensive basis for interpreting and guiding,
what is done with children, some programSmay thus lack systematic approaches
to individualizing. In additiOn to reducing efficiency,_ such an occurrence
may also tend to mask whatever success a program has had in individualizing
services for children. Based on its definition of individualization; and a
possibly nonsystematic method of data collection and interpretation result
ing _from this definition, a program may erroneously appear to be deficient
or primitive in terms of individualization of services.

As with the content of the definitions of individualization gathered from the
literature,. there is great diversity,aiong'the definitions offered by the
questionnaire respondents. In addition, there is, as would be expected, more
of a slant toward the 'special needs of the handicapped child.

,

The following characteristics were either named as being associated with, or
were used to define, individualization.. As in the literature summary, each
of the characteristics sometimes comprised the total definition and at other
times Was combined with one or more of the others in various ways. For
example, individual assessment of handicaps might be stated as a total defini
levv,on of individualization, combined with individual assessment of developmental

, or combinedyith both developmental levels and goals and objectives
set by priority.

Characteristics with& definitions of individualization thus included:
1. Individual assessmenfrof

a. handicaps
b. abilities
c. limitations
d. behaviors
e. learning modalities
f. developmental levels

2. Individual assessment by a variety 'of professionals
3. Goals and objectives which

a. are set by priority
b. are reassessed regularly
c. move the child to the next level

4. A comprehensive prOgram meeting needs in the areas of
'a. therapy
b. edical
c. family
d. education

,e. psychological
f. recreation
g. social

'5. An educational plan which is
,a. individual
b. prescriptive
c. written

4 ti
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d.

e.

Updated daily

a compOsite of individual assessments combined to form
a picture of

6. A curriculum that
7. Instruction which

a. one-to-one
b. flexible in
,c. flexible in

8. Evaluation which
a. on-going
b,' systematic
c. tied to °the

the total child
is modifiable
is

'time

method
is

written plan

It is obvious that many aspects of the definition from the survey medh closely
with those found in the literature. Both sources have as the major goal of
individualization the development of independent adults who function to the
maximum limits of their potential. Both stress the creation of an environ-
ment which is at once the least restrictive possible and which enFourages
growth toward' independence. BOth emphasize the process of fittinsg the prog-
ram to the child's needs, along with continuous monieoring and feedback to
insure this fit.

A
The words used to describe the characteristics of individualization are also I
very much alike. For example, "self- paced" and "continuous" are prevalent
concepts in both sources, and both include some or all aspects of prescriptive
teaching in the definitions.Thus. the basic processes, goals, and characteristics
of individualization are similar.

'Despite these broad similarities, there seem to be differences in the focus,
of the definitions and in the breadth of areas covered by individualization.
For example, while there is much overlap, the'focus in the regular education
literatures tends to be-upon the presence of certain physical characteristics
(e.g., materials and-space), while for practitioners in the area of deaf-
blind and multiply handicapped it tends to be upon adult-child interaction.
These' individuals seem to feel that, while the presence of physical charac-
teristics may facilitate the interaction, such presence, does not constitute
individualization.

While in the literature the educational program is confined to the child
within the classroom, or the school as it impacts bn the classroom, in the
field the educational program extends to medicine, thetapy (speech, occupa-
tional, physical), and to the family.: While the focus in the literature is
on the independent "learner" and "decision maker': the emphasis in the field
seems to be on the independent "person." That is, those aspects which are
taken for granted in the literature concerned with the average learfier are
not taken for granted by educational programs,for the multiply handicapped? -0J1

The result is that the.focus of individualization is much broader (i.e.,
I the total life-space of the person) and at the same time much more basic
(e.g., independence in self-help skills). With the non-handicapped popula-
tion, the emphasis is upon the, cultivation of individua3 differences as a means
of fostering independence; -with the severely or multiply, handicapped,, it 'is
upon the minimization of such-differences. The type of independence assumed,----
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in the normal population, and which individualization is directed toward
going beyond, is the goal of education for the multiply handicapped. This

is the independence which comes from being as near normal as. possible, from
being able to "not stand out in the crowd." In other words, for the
multiply handicapped, normalization equals independence.

What emerges from the responses from practitioners working with multiply
handicapped_ children is the need for a philosophy of education different from
that for "normal" Children.. The characteristic's of the multiply handicapped
child demand that the responsibilities of the educational institution be
extended to encompass all aspects of the child's environment which may affect_,
his learning, e.g., medical, therapy, and family. This broadening of scope
has a direct bearing on a meaningful definition of individualization. If one
of the purposes of a definition is to guide action, then such a definition must
be broad enough to take into account, if necessary,-all of the influendes

"which may impinge either directly or indirectly upon the child.

A simple list of characteristics, although useful as a source of ideas, may not
fit the need's of a particular child. Rather than being explicit about charac-
teristics, a definition of individualization should be explicit about process;
such a definition would then be applicable to the needs of any child or any
population of children.

The concept of individualization as a process. can be equally applied to non-
handicapped and handicapped populationg. In fact, the definition of indivi-
dualizatkon as a prescriptive approach which is taken from the regular educa-
tion literature describes such a process. While the needs of the two popula-

tions may differ radically, the processes'Ifor meeting them should remain the
same. With the non-handicapped or less severely handicapped populations, this
process may be concerned solely with the instructional process; with the
multiply handicapped, while the instructional process remains the school's
primary responsibility, the process of individualization will have to extend
beyond instruction.

The following definition is proposed as one which encompasses both the phi-
losophy and the content expressed in the literature and in the field; which
helps to answer the questions of not just "what," but "why," "when," "where,"
"how," and "how long"; which can fit the needs of any child, and which can
be a useful guide to'planning, action, and_ evaluation. It is based on a systems

approach to planning.

Individualization is a decision-making process which follows a systematic
sequence of events beginning with identification of needs and identifi-
cation of environmental elements which may affect these needs, progresses
to coordination of elements to meet these needs, provides evaluation to
insure that what is planned is actually occurring, and utilizes evalua-
tion results to change both the presence and coordination of elements.

This definition is at once simple enough to be used as a basis of communica-
tion and action, and at the same time comprehensive enough to fit any child or
population of_children. The question is not whia characteristics define
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individualization, but rather, out of the total universe of possible alter-
natives, which characteristics define individualization for this particular
child. The task now becomes one of identifying the universe of alteratives.

The following systems model (Figure 3) is designed to reflect both th decision
making sequence and the broad scope of services necessary for multipl hands-
capped children.

The central line of the model represents the instructional program. It is
similar to other decision-makihg sequences, and for anon- handicapped child it
represents the limits of the school's responsibility. As handicaps become
more severe, and as additional services are needed in areas which are not
central to, but nevertheless affect, the instructional process, thr4;scope of
the school's responsibility\-broadens to include other areas (e.g-, therapy,
family, medicine).

':

t

As with 141 modelg, many of the' oundaries are artificial; servi
i

es can not i
reality be so neatly divided. An attempt has been made to indic te the flex
ibility of the boundaries by arrows symbolizing interaction beween sections.
In addition, "Phase I:_Defining needs" is depicted as a circular process,
rather than in any predetermined sequence, in an attempt to reflect the varia-,
tiops of sequence which may occur between programs and schools.

By defining individualization as a decision-making process within a certain
sequence of events, and by presenting this sequence as a-Madel, a common orien-
tation has hopefully been established. The remainder:. of the report, based
in this common orientation, will examine the alternatives available at each
stage of the sequence and their relationship to' individualization. Because
the Todel grew from answerS to many questions, rather than the questions

havi4 been written on the basis of the Model, many areas may not be dealt
with as comprehensively as they perhaps should be.

The following questions will be asked of the data to be presented:
1. , How is this stage of the sequence important to individualization?
2. What are people in the field doing in this area?
3. What other alternatives are there in this area?

Finally, the role of the written Child-by-thild plan asit_relates to the
process of individualization will be examined.
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CHAPTER T

DEFINING NEEDS AND SETTING GOALS
-

V

Introduction

yirtually every program in the sample reported a reliance on some overall spe-
cific sequence-i delivery of services. Systematic ahroachea, i.e.,
models, Or'specific sequences of events, were reported to have several
benefits for the planning and implementation of individualized services.

First, a systematic procedure was reported to have benefits for the
child by providing a time ghda system,for,weighing of alternatives
that might fit the needs of that child. In-addition, it was reported
to help in bringing together theyide variety of services needed (e.g.,.

. medital, therapeutic, eddcational), to help in insuring input from all
'persons involved with the child, in defining area of responsibility,
and in tying personnel together philosophically. Standardized procedures
were also reported -to helps in insuring a child's movement through the pro-
gram by providing for'systematic re-appraisal.and review.

a

Following a systematic proceUure.was'also,reported to have benefits for
the program by facilitating most efficient use of personnel, time, space
and resources, and by affording a, basis fin- program evaluation.

While the overall sequence of events in the approaches reported was
similar, i.e., (1) pre-programming, (2) programming, and (3) pOst-program-
ming.events, the specific order of events within each general area could
v ry considerably, as could the range of time covered by the sequence in
any given instante. The order'of events within the three general areas
seemed to be primarily a funa:iOn of range of responsibility of the pro -
gram;, both in actually delivering servicesrand in making decisions con-

Jcerning services. That is, there was consIderable variation in where,
when, and who was actually invOlved in implementing and/or decision-making.
For exapple, in some, cases one program's services might include screening
and identification of pOtentially, eligible children, diagnosis and evaluation
in medical, therapy, family 'AO educational areas, nrovision of services in
all of these areas, post progi-am placerwnt'of children, and, regular follow -
up. For another program, screening and identification might be Carried
but by some outside agency, fro rhich, the child would be referred,,to a
medical clinic for medical diagn sis and evaluation,, and only then to the

*a.



particular prOgram. Or, alternatively,, all evaluation might occur in
an outside locatiOn, with the progr6D itself being responsible for
impleMentation._ In the se* way, a program's actual areas.of implemen-
tation might include_ medfcal servicest,therapy; family, and educational
services, or any combination oftheseith the remainder being carried
out by outside resources. For one program, exit might end the program's
responsibility, while in anotherthe program may continue to offer some
kinds of services. Because of these different alternatives, many varia-
tions in combinations are poSSible. Samples of sequences of services
reported follow: -

sample 1: ', 11-, Referral (outside agency)
2. Diagnosis and evaluatiop (medical.and educational)
3. Staffing recommendations
4. Trial pladement
'5. Utaffin

. 6.' 1,_acement

7. Intervention (educational and therapeutic)
. 1.:

8. Evaluation (educational) ,

9. Exit

Sample 2: 1. 'Referial
'2. Collection of files
3. Educational evaluation
4.

5.

Placement
Educational intervention 41.

6. Exit

Sample,3:

(f7,

.Screening (social servicet)
Home visit

3. Referral-to clinic
4. Diagnosis andevaluation
5. 'Staffing
6. Referral to pro am

7. Educational a essment
8. Educational planning
9. Intervention (educational)

10. Evaluation (medical and educational)
11. Exit'

12. Follow-up (medical)

Sample 4:, 1. Referral (within school)
2. Admission to program
3. Establish goals, and objectives
4. Assessments based on objectives
5. Staffing
6. : Placement

7. Intervention with outside therapy
8. Evaluation based on objectives
94' Exit

r
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While in, some programs this seouence of events took a matter of months pr
several years, in others it took place over a period of time from early
childhood to vocational plaCement, or even from birth to death. This was
generally a function of the setting of the program.

4

Rather than listing sequences, several programs reported using some syste-
matic model in their delivery of services. In some cases the model re-
ported was policy, a state plan, or legal guidelines. In addition, two
specific planning models were named. These, were (1) the systems model,
anti (2) PPBS (Program Planning and Budget System).

Thut; as suggested by the model presented in ChapterrIV, systematic ap-
proaches were reported to have benefits related to both organization and
delivery of individualized services. The remainder of this report will

eachach of the primary segments of this 'sequence or, in terms of the
model, the processes of defining needs, setting goals, planning, implementing,
and evaluating.

Defining Needs: Identification

Identification procedures can fulfill several functioni in individualiza-
tion of*services.- The very process of, identificationcontributes to the
ability to match a child's needs with available services. For example,
it can provide data for making decisions for placement, allowing placement
by major handicap (if appropriate) or by other needs of the child in re-
lation to program expertise. in addition, it can provide a focus for
beginning to implement specialized services such as therapy, and for be-
ginning to develop a concert of services, from either within the program
or from outside, to meet the child's particular set of needs.

If identification procedures are tied to a central identification and re-
ferral agency, whether or not the actual identification is carried out by
this agency or by the program itself, it was reported to become more
possible to offer a continuum of coordinated services to meet the changing
needs of the child.

Table 18 depicts the percentages of programs reporting some specific system
of identification, whether carried out as part of the responsibility of
the program or by reliance on some outside,.source. Some differences may
be seen according to the handicapping condition of the population served.

While the majority of deaf-blind and multiply handicapped programs re- ,
ported a specific system of identification, two of the three combination
programs and a sizeable minority of'the deaf-blind and multiply handicapped

.

programs did not. Either many programs rely,on outside sources for iden-
tification and referral of children, orthe relationship of identification
procedures to individualized services has not been established. .
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TABLE 18

USE OF IDENTIFICATION SYSTEM BY TYPE OF POPULATION SERVED

9*

System of Identification
Handicap Yes No

Deaf-Blind (n=40) 65% 35%

Multiply Handicapped (n =33) 55% 457

Both (n=3) 33% 67%

Several alternatives, of which referral was but one, were listed as ways
of approaching identification. One major means of identification re-
ported involved direct seeking of children. For example, some programs re-
ported doing screening procedures, either in other schools or facilities
(such as in churches or doctors' offices), or within their own schools.
Another method reported ims'in the form of hospital visits to new mothers
and a collection of prenatal and birth histories for identification of
both obviously handicapped and at-risk infants. Other programs reported

, doing door-to-door searches as a way of finding children.

*Use of outside information collected by some other source was reported as
another major means of finding children. For example, available sources
might include census data or registrigs maintained by_saah agencies or
organizations as Commissions for the:Blind-or Reginnal-Centers for Ser-
vices to Deaf-Blind. Other types of outside organizations might not be
directly involved with handicapped populations, but might have contact With
other populations that are at high risk for handicapping conditions. For

example, children were reported as being found through pediatricians, hoth-
pitals, welfare departments, health departments, or government offices,
i.e., through any,source which maintains demographic and/or census informa-
tion on different populations.

Another type of agproach might be termed the "public information" approach,
and was reported as occurring in a variety of forms. For example, presen-
tations by program personnel or parents might be made to personnel from

' other agencies, or -to social, civic, or religious organizations. Such de-
vices as.form letters or brochures sent to-agencies, doctors, and other
schools were common, as were brochures left in offices frequently visited.
by a large number of people. Information was also reported to-be dissemina-
ted through these other channels,as in sending out brochures to all families

with children currently in school. One project funded to develop identifi-
cation procedures reported disseminating information by sending it out in
welfare check. envelopes, through state representatives, and on the sides

of milk cartons. Other forms of "public information" approaches reported
included television and radio Spots and regular short features in local

newspapers. Dissemination of information, resulting in what was essentially

a network Of referrals, was the major method which programs reported for
finding children in need of services.

tr5 5
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Table 19 represents the percentage of referrals received from six differ-
ent sources in relation to the setting of the program.

TABLE 19

MAJOR SOURCES OF REFERRALS BY SETTING OF PROGRAM

Setting
Agency
(n-13)

Univ.

(n=4),

Host).

(n=2)

Home
(n=1)

,Reg.pub.

sch.

campus.
4 '(n=27)

Sep. :pub'.

sch.:
campus'

-.(ri=13)

State

sch.

(n72

day(n=2)
Homebound
(n=2)
Private
res.

Other
0-1=2Y

Community
Agency

Major Source of Referrals (50-100%)
Screen- Community Parent Indio.

Physician ing Group Group Parent Other

38.5 23. - - 7.7 15.4

25.0

-r

50.0

114

46.2

25.0

50.0

100.0

-

25.0

50.0

r - 100.0

3.7 '11.1 7.4 14.8

O

15.4 7.7 15.4

25.0 5.0

33.3

0

18.5

20:0

4 d

./ Other rWrral sources listed were regional or state level personnel,
medidalbools, and program staff who, because of their roles, might come
in COntact. with children outside of the program' setting. In addition, at
least one state was reported to require a branch. of the state,System (wel-
fare) to idelltify:find refer children. Another had an.administrative unit.

whose sole sruicOOn7wAgto'peek,.Agrve., evaluate =and plan for children:
.`"
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As can be seen from the table, community'agend*es were a major, source of
referrals 'for programs located in all settings excep for home and pri-
vate residential settings. Individual parents accoufited for a large

.

percentagesof referrals to all prOgram settings except homebound and
private day and residential programs. Community groups were the major
source of referrals only,for programs located on separate public school
campuses, and parent groups made a substantial number of referrals only to
public school (both regular and separate) programs.' Screening accounted
for a majority of referrals only to regular public school and state school
prdgrams, while physicians were responsible for a Majority of referrals
only to agencies, regular public school campuses, state schools, and pri-
vate residential settings.

1.1

The few number of referrals from some sources, and the uneven use of others,
seem to indicate that programs may not be utilizirigLpresent capabilities
for identification of children. Inasmuch as a variety of ways of finding
children contribute to meeting the individual needs of those children,
all possibilities for referral sources should be found and/or developed.

A variety of problem areas were listed as hindering the use of referral
services. Problems enumerated as contributing to an inadequacy in this
area were (1) not enough sources, (2) not early enough,(3) not covering
a large enough area, (4) non-comprehensive referral information, (5) un-
trained referral sources, and, especially, (6) uncoordinated sources. In-
appropriate referrals were reported as resulting from a general non-aware-
ness of the program's criteria for acceptance, resulting in the referral
of many children not fitting the criteria,

Administrative problemslisted wire (1) limited communication with the
referral source, and (2) the time lag between knowledge of the child's
need for some kind of service and referral to the'program. A major problem
was the transmission of identification and referral information to the edu-
cational staff.

A final set of problems arose from the nature of the population. Specific
problems named were (1) invalid examination prOcedures, and closely related,
(2) the difficulty in testing unresponsive children, as many of these are.

Alternatives recommended for overcoming these problems placed heavy emphasis
on the responsibility and role of the program. Whether or not the program
itself could serve as the implementer in identification and referral pro-
cedures, it was urged that the program should at the least serve as the
impetus for (1).education of referral sources, (2) establishment of a high -
risks register, (3) involvement of its nersonnel in the identification pro-
cedure, (4) communication between levels in the process, and (5) establish-
ment of a central reerral committee, either public or private, whose
responsibility it woald be to find children and services for them. It was
also advocated that the placement decisions be team decisions, including
referral sources, educational personnel, and parents. In addition, it was
suggested that identification and referral would become More standarized
if either (1) definitions were standardized, or (2) programs could serve
all multiply handicapped children.
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These recommendations, in summary, seem to call for a program's use of all
possible ilteriiatives in educating and reaching all potential referral
sources. Only in'this way can each individual child be assured of receiv-
ing appropriate services, or in fact, any services.

Defining Needs: Diagnosis and Evaluation

Although individualization has been defined in a variety of ways, including
our own (see Chapter IV), the common assumption of ail of these definitions
is .the presence of some system of identifying needs. Or, put simply, to
meet needs we must know what they are. 'The area of diagnosis and evalua,tion
isithds integral to the process of individualizing services, And will be
dealt'with in some detail.

The processes involved in diagnosis and evaluation/contribute to individuali-
zation by assuring input data fox decision making. By describing the present
state of the child within his environment, data is gained which can be used
as a starting point for formulating hYpotAses concerning ways to,mesttii,e,______
child's needs, for making placement decisions, for formulating goals, for
setting priorities, for anticipating wotkable techniques, and for drawing
together a,composite program from diverse areas of expertise.

Although "diagnosis and evaluation'' is often conceptualized as,a single
entity,'in reality the term seems to be a composite of. two distinct (although
overlapping) areas, having slightly different purposes. For this reason,
it seems profitable at this point to define these, two terms. While both
terms imply appraisal and description of the child, diagnosis seems to connote
appraisal for the purpose of labeling a configuration of needs, or summariz-
ing a set of symptoms by use of a word usually associated with that set of
symptoms, while evaluation connotes appraisal for the purpose of describing
different charaCteristics of the dhild-. For example, an appraisal for the pur-
pose of diagnosis may result in a child's beidg labeled "blind," while
appraisal for the purpose of evaluation may result in a description of
visual capabilities and functioning. 'Thus, diagnosis Provides a short-cut for
describing a set of symptoms, while evaluation expands upon them by describing
them in detail.' Both processes May be useful in meeting a given set of needs..
That is, a certain diagnosis.may help a child gain access to a program.
For example, insofar as the diagnostic label actually fits the child's- confi-
guration of symptoms, and insofar as this label communicates implications
associated with symptoms, diagnosis can form input for planning. The primary
uses of diagnostic results, however, seem to be for placement in programs with
expertise available to deal with the symptoms implied by that label, for use
by progxams in obtaining funding, and as a shortcut way of communicating
about children. Evaluation, on the other hand, expands description of a child
beyond the point of easy communication, but is essential as a basis for the
actual planning of individualized services.

Therefdre, although diagnosis and evaluation are often thought of as one
process, and although in fact at times both may result from the same ap-
praisal, a separation of the two, in thought if not in fact, allows more
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understanding of the usefulness-of the diagnosis and evaluation process
in educational programs

The combinations of alternati;les for variables involved in diagnosis and
evaluation are many, varying according to why, when, and where they .

occur, as well as according to what procedures are carried out, who carries
them out, and what happens to the results. Although it is difficult to
separate alternatives into these areas, for the sake of clarity an attempt
will be made to do so. N.

'Physical Variable Alternatives

Location alternatives. Appraisal procedures vary in location from being
completely separated from the program to being completely implemented
within classrooms. Depending upon services and expertise available within
and outside of the progrdm,as well as upon philosophy of the program,
appraisal may: (1) occur in surroundings which, are totally removed from the
educational program, for example in diagnostic clinics or at the regional
level; (2) take place partly outside and partly within the program, usually
(although,not always) with diagnosis occurring outside and evaluation within;
(3) occur totally within a, program with different appraisals taking place
at different levels of'the program hierarchy, or (4) occur completely
within one hierarchical level of the program, usually either within a level
whose major function is appraisal, or.within the implementation'ievel.

The type of appraisal carried out within the program (and the nature, of the
appraiser) in part determine where the within-program appraisal occurs.
One common procedure. is to have individual testing rooms for different
appraisers, with therapy appraisal occurring in individual therapy rooms,
psychological appraisal taking place in the psychologist's office, and
educational appraisal occurring in the classroom.

1

nother approach is for all of the individual appraisers to come to a central
ocation, a classroom, for example. Some other alternatives listed as loca-.

tions for appraisal were the home (or homelike environments within,the pro-,
gram), play areas, cafeteria, dormitory, motor areas such as gym or pool,
and community settings such as grocery stores.

Several problems were mentioned in connection with location of appraisers.
Most of these were related to appraisals which tooktylaceoutside of the
nrogram itself; it was felt that outside appraisers could not get complete
information because they were unfamiliar with the child. Alp mentioned
was the problem-of getting information from outside apprajse4 to imple-
menters. Recommendations thus included using on-site and on-staff appraisers,'
or if this was not possible, establishing specific lines of communicatioR
between appraers and implementers.

Time alternatives. Periods of time reported for the initial diagnosis and
evaluation procedure varied from half an hour to several months, depending

6 3
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upon the type Of population and the setting. ,Table 20 shows the average
amount of time spent in this procedure for deaf-blind, multiply handicapped,
and combination programs.

TABLE 20

AVERAGE TIME SPENT IN DIAGNOSIS AND EVALUATION
BY TYPE OF POPULATION SERVED

Time

Population, Served
Multiply ,

Deaf-Blind Handicapped Both Totals

< 1/2 day 6 16.7 11 37.9 - 17 25.0
2112 - 1 day 6 16.7 8 27.6 2 66.7 16 23.5
>1-3 days 9 25.0 4 l3.8 - 13 19.1
>3 days 15 41.7 6 20.7 1 33.3 22 32.4

Overall, the largest reported percentage (32%) of diagnosis and evaluation
procedures was over 3 days. For deaf-blind programs, 42% of appraisals
occurred over more than a 3 day period, while for multiply handicapped pro-

': grams,a similar percentage (38%) of the appraisals were completed in less
than half a day. Since the majority of deaf - blind programs are located

state schools, while most multiply handicapped programs are found on
'regular public school campuses, a comparison of the time spent in diagnosis
and evaluation for the various settings is of interest. Such information
is presented in Table 21.

Overall,' roughly the same number of appraisals were reported to take less
than a day and to take more than a .day. However, there was considerable
variation from setting to setting. As might be predicted from the preceding
table, 73 percent (73%) of regular public school programs completed their
appraisals in less than one day, while 63% of state school programs used
more than one day for diagnosis and ?valuation. The vast majority-of pro-
grams located on separate public school campuses required more than one.
day to complete appraisals. Agency programs generally took,more than one
day for this process.

Time variations seem to'be the result'of (1) policy, (2) severity of handi-
cap, (3) developmental levels of,,,i0e child, and (4) role of the implementer in
evaluation. In some cases, theltii4nostic part of the process was reported
as being quite short, while evaluation- procedures took place over a longer
period of time, 1

1
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TABLE 21

AVERAGE TIME SPENT IN DIAGNOSIS AND EVALUATION,'
BY SETTING OF PROGRAM

Setting Time
1 day 1 day

Agency (n=11) 5 45.5 6 54.5

University (n=3) 2 66:7 - 1 33,.3

Hospital (n=1) 1 100.0 -

Home (n=1)
Regular publ c s ,shool

0. . .-. . . .

campus (n =26) 19 73.1 7

Separate public school
-.,----*

--taniptit'Tm.4) 1 14.3 6 ,......-.135.-
State school (n=19) e--2.--. _. 36.9 12 63.1 ..,..... -.......

Private day school (n=2) 1 50.0 1 50.0 -..

Homebound (n =2) - 1 , 50.0 j 1 50.0

Private residential school ;'

.,e

- ---.............,,..

(n-2) - - 4"" 2 ..100.0
......._ -

Other (n=2) - -
1

2 Ii3O.-0

Totals 37 48.7 39 51.3 .

Evaluation carried out solely for educational purposes, i.e., excluding
medical, therapy, and family evaluations, proved to be an interesting topiC

in terms of time. Table 22 presents the percentages of educational evalua
tions carried out at different points in time, as repo'rted on the teacher

questionnaire.
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TABLE 22

TIME OF EDUCATIONAL EVALUATION BY SETTING
OF PROGRAM

4n.

Setting
Time

Formal
diag. & eval.

Diag.

tchr.
In

class Other
%

,---------
---srg-eniy--(n=16-11,-____ ..7

....::-...

-7- :: :: ... . Univ.e.r...sist-F-00-`4)

--- ---f-lio-spitsel'-fhT,22:.:,_.- ----- --77.-}:tome- an-1), ..--.
ci =-.2;° e--4:S...;,-FRO.44111i-j-,putilicjschool:,.... .... ..
-L. .7:7: :*- 7::.-..::--- -6-aiiiii 6=29y -.:::::-.--::,,"

...-,_.......FeparatealirciAchobl
-'-------,.....,:. ..:-_. , , --= -campus ,--(n 3) - ....r".

...____;-;_;,-,......3_,t_a_...e.,sElia.-61... (11:=22)

Priyate, day' (n=2)
401-ebtZglaliiiY

..,....-F.rtiFstv-residential

.:7:-..,:::::!.:-.(1=.2) .. .......,4 . ..- ..-""

4.50.0

7_54:0,.--.

50.0
10,0.0

,, .....1*.f2.-..:.:-;-.-.:

.-----63:,

30.8
31.8
50.0

33.3

""

25.0

-
-

10.3

30.8
22.7
-

-

75.0

75.0
50.0

100.0

34.5 .

53.8
40.9

50.0

50.0

12.5

-

10.3

15.4
9.1
-
66.7

50.0
0 ther*-(azs,2)

, 100.0 50.0 50.0 50.0
*Other included assessment by therapists (speech, physical, occupational)
when such personnel were considered part of the educational team.

In general, educational evaluation occurred most frequently during formal
diagnosis and evaluation and after assignment to a teacher. Less than
13 percent,of all programs reported that educational evaluation occurred
during assignment to a diagnostic teacher.Only state schools,' agencies and
programs on separate public school campuses made major use of assigning children
to diagnostic teachers for educational appraisal. All of the most,frequent-
ly mentioned settings (agencies, state schools, and regular and separate
public school campuses) utilized placement with a'diagnostic teacher for
educationabevaivation. While regular public school programs _conducted
the majority of their educationa1evaluations during format diagnosis and
evaluation sessions (66%), separOte ptblic school programconducted the
Majority of their educational evetluationS- after assignment to a teacher
(54%). .Similarly, 41 percent oft the :state schools reported. that educational
evaluation occurred after assignment :to a teacher.

Problegs mentioned in connection witA time,of (and for) appraisal were:
l Limited time for teacher apprdSal,

Too much taken, f"?or appraisal', resulting in the necessity
to begin i Thmentin befog ft'i is finished,

). I hppropria e tine o apprad.saAtaking place before the child
i secure `i 9 the :environment.

:,' ':14

j?,

1 11
?
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Alternatives mentioned to overcome these problems were the scheduling of
appraisal procedures after the child has spent some time in the program,
as well as specifically scheduling time for teacher appraisal o? individual
children aside from the everyday instructional time.

Appraisal Pet-A.11nel Alternatives

A wide variety of personnel were listed as alternatives for involvement
in appraisal. The following is a list of the personnel named within
.several-common areas of 'diagnosis and evaluation:

' Medical Appraisers: (These individuals might be in private practice,,
in departments of health, in clincis, or in hospitals).,

,Medidal personnel,"including pediatricians, neurologists,
nurses and orthopedic surgeons

2. Dentists
3. Therapists, physical and occupational

Vision Appraisers:
1. Medical personnel, including ophthalmologists, physicians,

and nurses
`2. Diagnosticians and psychometrists
3. Speech therapists
4. Volunteers
5.. Teachers of visually impaired
6. Area services for the blind
7. Health department
8. Resource teachers
9. Paraprofessionals

Hearing Appraisers:
1. Medical personnel, including otologists, physicians, and

nurses
2. Audiologists
3. Communication disordets spedialists
4. Health department
5. Volunteers
6. Speech therapists
7. Paraprofessionals
8. Speech and hearing clinics .r

9. Teachers
10. Diagnostician's and psychometrists
11. Parents

Cognitive Appraisers:
1. Psychologists
2. Teachers, regular and diagnostic
3. Social workers
4. Learning specialists
5. 'Parents 1,

1

6. 'Speech therapists
7. Occupatibital therapists
8. Physicaltberapists
9. Diagnosticians and psychometrists
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Educational Appraisers:
1. Psychologists
2. Teachers, regular and diagnostic
3.. -Diagnosticians and psychometrists
4. Teaching teams`
5. Psychologist-teacher-social worker teams-,
6. Learning specialists
7. Parents
8. Aides

Personal- Social Appraisers:
1. Social workers and family counselors
2. , .Psychologists
3. Teachers, both regular and diagnostic
4. Parents
5. Therapists
6. Diagnosticians and psychometrists
7. Growth and development specialists
8. Psychiatrists

Other personnel,mentioned, but not specific to any of the Above areas, were
dormitory personnel, recreational therapists, nutritionists, and vocational
rehabilitation counselors.

.While certainly not exhaustive in either areas covered or types of individuals
involved, this list does give some indication of the amount of variation
occurring in terms of wh9..was reported to be- involved in appraisal; variation
which occurs bOth in terms of the individuals' training and in terms of
closeness to the child.-

In general, there seemed to be less variation in frequency of who was in-
voltled in appraisal of the "first three areas above, with heavy emphasis

.

on medical personnel and other specialists. These also corresponded to
those appraisals which tended to occur outside of the program. Appraisal
of functional vision and hearing was a much grayer area, tending toward a
wider variety of involved individuals, and toward a mix of outside and
inside-programiindividuals. ,,The final three areas tended to be carried
out by persons within the 'program itself.

The team appraisal. Because of the number and severity of handicaps which the
multiply handicapped have, because the resulting combinations make ap-
praisal difficult,,and because single appraisals are rarely meaningful with-
out a context withincwhich to interpret .them, team appraisals have become
a common way of approaching the multiply handicapped Child. .,

Many of the programs returning questionnairesreported the use of a, team
approach to appraisal. The word "team ", however, varied considerably in,
meaning, covering a number of patterns for combinations of individual
appraisers. The major sources of variation seemed to be which areas bf
the child's life were covered, the number of area covered, types of
personnel comprising the team, amount of involvement, and straktured inter-
action between them. The team could thus vary in size and in areas covered,
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4

.

. .

.4.th two or more separate peVsons,responsible for appraAal of two or more
individual areas. 'Almost any combination of two or more of the persons
listed in the preceding section might constitute a team. Asiountopf
volvement of .any'one of these might very from agreement with a decision; '"-
to l'itten or verbal input, to.direct child appraisal.

/
,

- S/

One semantid distindfori which seems to, help in differentiating between
4 kinds-of teams _andwithin-teavrnteraCtion is the distinction between

the "multi - disciplinary" team and the "interdisciplinary" team. Tire. multi-
'disciplinary teak includes representative's of "'a number of disciplines, hut
does not incldde interettion,tretween thesepersonc. An interdisoi4inary.
,team may include the same disciplines, but alto ineludes sOme:structure for,
assuring interaction betWeen disciplines; ,

There,were thud many possible sodrces of variation covered by the word
"team". A...useful way(of.thinking.about the different kinds of resulting,
teams is in terms pf di4rams illustrating roles and interactions. of ap-
Praisers."-The follawitefigures illustrate Some of these possibilities:

5

' . oe4--,
One team, consisting of ,personnel at the diagnosticH .
level or of personnel at the evaluation level: For
examples a diagnostic level team might include a doctor_
and a psychplogist, while an educational-level team

. might include a physical thenapiat, a teacher, and'a

''.

houseparene. .

. .
o

6 , .

2 . ,(4-4_,4 twO teams, one at egch,level....i...
'hi

3. . One team,--including-different levels of personnel For
example,. it might include a neurologist, an administrator',
a socie1 worket, a teacher, and an aide. -

' . *A
. .4.'"4 6 ,

. 4.c oriAppraidal by eone-ievel team, with input from the other,
*--4 ,

. . . . ;.

i .
._

, .
.

5...V e Any of the above with,outside tonsUltation, or core teeth
o y ,,

N with aceess.to'speialists as needed.-..
:.. . .. .- . '' ' ",

. .

Table 23 indicates the relative responsibility Of various personnel for.
eddcational evaluatiop as reported by teachers.

.,.
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TALE 23

RESPONSIBILITY FOR EDUCATIONAL EVALUATION BY.SETTING

# OF PROGRAM

7

Tchr.

Agency (n=16) 56.3

University (n=4) 75:0
Hospital (n=2) 50.0
Home' (n=1) .10D.0

r'iRegular public
sch. campus (n=29) 58.6

fSeparate public
sch. campus (n=13) 46.2

State sti@et (n=22) 72.7
'Private sch. (n=2) 50'..0

Homebound (n=i) 33.3
Private residential
-(n=2) 100.0 - : 50.0

Other (n=2) - 50.0 - - 50:0
Row totals. exceed 100, as respondents often, indicated more than one choice.

The teacher was reported to bear the major responsibility for educational
assessment in every setting. Ope university program had a diagnbstiCian
on staff,'and one university program employed a multidisciplinary team.
Thirty -one per cent (3f%) of both agencies and regdlar public school pro-

Personnel Responsible
.Staff
diag.

Outside
diag .

Multidisc.
team Other

% .

31.3

25.0

31.0

/ ..

15.4

9.1
-'

-

3.4

-

.-

33.3,

.

'

6..3

25.0'

-

10.3

4.5

-

43.8

- 25.0

50.0

34.5

53.8
31.8
50.0
66.7

, grams placed the responsibility for educational evaluations on staff
diagnosticians. Forty-one percent (41%) of programs in all,settings em-
ployed personnel'for'educational evaluatiOn other than those listed in

l'the table. These inapded therapists, supervising teachers, psychologists,
-- 'home'trainers, and special education directors.

There are thus Many possible sources of variation, and a resulting latge
number of possibilities, for the kinds of individuals involved in the
appuisal process. 'Many kinds Of pers8nijel problems were reporCed as
interfering With appraisal procedutes. 'First, these inaluded problems
having to do with types,of apptaisers, i.e., (1) finding an appAppriate
team and organizing it for Services,:(2) the appraisers' lack of experience
with handicapped children, (3) the lack of Certain kinds of personnel within
the prograe,'e.g., a psychologist, and (4) use of appraisers who are un-
familiar with the, Children., Major problems in usefulness of results
were 'caused by ,(1) the non-involvement of implementers in the appraisal
process, (2) isolation of appraisers from each other, (3) the withholding of
information between agencies and personnel, (4) the non-communication of

0 ,
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results to educational personnel, and (5) the writing of repOrts in tech-,
nical language.

C.

Recommendations for alternative ways of using fppraisal personnel to over-,

cdmethese problems may be summed up in the wc6.ds involvement, flexibility,
and advocacy. The use of an interdisciplinary team, as opposed to multi-
disciplinary or no team, and including all persons who are involved with
the child on an'intensive'basis, was the most commonly made recommendation.
Another alternative Was to have a small core team, preferably consisting
of a teacher and a social worker, to act as advocates in obtaining needed
appraisals and in translating results into a usable form. This approach
has the advantage of flexible. composition depending upon the needs of the
child. .

Alternatives for Content of Appraisal

What is included in appraisal of any one child is determined-by Imo ( which
usually mandates medical and psychological appraisals), by available apprai-
sers, by available equipment, by'responsiveness and testability of the child,
by request of a parent, and by the need for information toact as input for
decisions in referral, placement, and planning of services. Areas covered
are also related to most of the variables previously discussed, such as
variations in when and where appraisal occurs, and what information is
already available in the areas of medical, educational,_ family and social.
histories.

AM4-.Nm

Table 24 shows the percentage of programs'requiring appraisal in-different
areas according to whether they serve, deaf-blind or multiply handicapped
children.

Other areas of appraisal which were mentioned as being sometimes required
were therapy, neurological, genetic, dental, social service (home),
psychological, psychiatric, behavioral, developmental, and perceptual.

Overall, appraisal in every area listed except hearing and vision, and
functional hearing and vision,was required by at least 80% of the programs.
Although 93 percent of deaf-blind programs required vision alt hearing screen-
ing, only 64% required appraisal of functional hearing and only 68% required
an evaluation of functional vision. It is interesting to note that these
percentages, were the lowest of any appraised area for the deaf-blind, with
the exception df cognitive appraisal. Appraisal of functional hearing
and visionwas required in only 42 and 50.p cent of the multiply handicapped
programs, respectively., althOugh vision and hearing screening were required
by 58% Of such programs., "The three combination programs required appraisal

71
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TABLE 74

AREAS IN WHICH APPRAISAL IS REQUIRED,'BY TYPES OF POPULATION SERVED,
. AS REPORTED ON ADMINISTRATIVE QUESTIONNAIRE

Required
Appraisals

. Population Served
Deaf-

. blind(n=42)
Multiply

b handicapped(na38) Both(W3)
z f -

Medical 92.9 84.2 . 100.0
Audiological 92.9 . 57.9 66.7
Visual 92.9 57.9 66.7
Audiological .

(functional) 64.3 42.1 100.0 4

Visual (functional) 66.7 50.0 100.0
Personal-social-
emotional 73.8 81.6 ' 100.0

Cognitive , 64.3 78.9' 100.0
Achievement 76.2 86.8 100.0
Communication 76.2 '. 84.2 100.0
Motor 76.2 78.9 100.0
Self-help or daily
living 85.7 81.6' 100.0

Mobility 76.2 71.1 100.0
Other 21.4 . 15.8 33.3

in every area listed except hearing and vision, for which only 2 out of
3 prograMsrequired appraisal. Proportionately more deaf -blind than
multiply 4andicapped programs required appraisal in the medical, audio-
logical, self-help and daily living, visual, and mobility areas.
Areas in which appraisal was more often required by multiply handicapped
than deaf-blind programs included personal-social, COgnitive,achieve-
ment, communication, and motor abilities.

A variety of appraisal tools were reported. Appendix D lists these
tools, along with addresses where availabje. It should be remembered
that the list' represents only those items mentioned by participant pro- ,
grams, and is not necessarily comprehensive'. In addition, these tools
vary greatly as to their levels of standardization, formalization and ex-
tent,of use. Some are published, while others are program-developed. The
populations for which these tools were designed are not necessarily either
deaf-blind or multiply handiCapped. Therefore, the list should be regarded
as a source of alternatives which are currently being used in the field,
and as a source of resources for exploration.

.:.
4
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Problems in the appraisal process arise in the areas of what and how,
as well as in,the areas discussed previously (i.e., time, location-and per-
Sonnel). "What" probles4 reported were generally related to the appli-
cability of appraisal tools and/or processes to the population, and to the
usefulness of the information derived'from the process': "How" problems '-
were concerned with the conditions under which the appraisal occurred
as these affected the content of the appraisal.

Many programs reported, the prplems of inappropriateinstruments, lack of
validity of instruments-, lack-of lower level- tools, global rather, elan
specific exploration of needs, and lack of relationship between appraisal
and educational goals. In a few cases, teachers reported not receiving
results. Another problem reported was the inability to use psychological
appraisals as a basis for planning. Several programs mentioned that the
artificiality of appraisal situations limited the ability to generalize
and Use results. A problem specifically mentioned by teachers in using
developm4ntal scales was the gap between levels and the resulting need
for teachers to be able to do task analysis in order to fill,these gaps.

Alternatives for meeting appraisal needs were varied. One often repeated
suggestion to overcome the problem of validity was to forget standardized
tests as a basis for planning, and to use alternative methods such as
developmental checklists, videotapes, and observation. A related suggestion
was to standardize situations for observation,lorexample, by describing
standard areas to observe in watching..a videotape. .-'Alternatives mentioned
for overcoming the problems of validity which result from appraisal in
artificial environments included (1) on -site appraisal, i.e., appraisal of
a skill or level of development in an environment in which it is meaningful,
(2) appraisal in environments which are faMiliar to the child, (3) use
of the initial diagnosis and evaluation as a beginning of data collection
on which to base beginning' decisions, (4) trial placement as part,of- the
appraisal process, and 0) building in cross-checks on information by
structuring appraisal of the same areas from different perspectives.
Another kind of suggestion was to mike appraiial relevant to- implementers
by (1)-including them as appraisers, (2) designingeappraisal to answer
Specific 4uestions posed by these persOnnel, (3) basing appraisal on goals
or on curriculum, and (4) structuring an interdisciplinary discussion of
implications of appraisal. A final suggestion concerned appraising aspects
of the child's environment and of the child's interaction with the environ-
ment, rather. than the ehild in isolation. For example, an alternative to
observation of child behavior is observation of teacher behavior toward
the child, or of the interaction between them.

Alternatives for Reporting Results

Most-commonly, the ontent of the repoft was (as would be expected) results
of the appraisals, and Might include results from one or any number, of
appraisers, covering,bothdiagnosis and evaluation or confined to either
one or the other. Although often the appraisal results constituted the

tl
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en*ire content of the repbrti:it_e/ften.also InclUded recommendations for.
plIceuitnt, and. more raraly14erpretationS, implications, and. goals for
programming. Sometimes it Wicie:reporlted to include recommendations for
activities. The section of tWrevext-covering educational appraisal,
for example, might include clinkcaX:ffignifestations and diagnosis, academic_,
levels, prognosis, learning charaEeeriitAs such as_learni4 rate, learn-.
ing modality and attention span, recommendations, and sUggebted activities.

AeSeveral\general formats were reported far the appraisal report. First,
it was reported to be a collection of seOtrati'apiraisal:7forms or instru-
ments. For example, it might include a developmental checklist, diagnostic
teaching activity charts, a neurology report, and an ophthalmological re-
port. Second, it could be summaries of separate evaluations, i.e., not the
instrument recording forms themselves, but summaries of this information
in some other form, usually either written or computerized. A variation
of ,this was the suMMary-report, summarizing the separate reports in
smile standard-way, for example on a computer form. Third, the report
could include any of the above plus a staffing report, which might include
only those who did the appraisals., or could include other persons as well
(e.g., a referring t'eacher). Finally, the report might include only the
staffing report, with appraisal information used as input, rather than as
part' of the report.

There was as much variation- in who was involved in writing appraisal
reports as there was in who did the appraisal. Often, although not always,
the personnel were the, same, and the patterns for combinations of involved
persons were similar to those presented for. combinations of appraisers.

Table 25 shows percentages of 'occurrence for some of the personnel involved
in these combinationS.

The first three categories in-the table indicate/the writing of the report
by a sir le person, i.e., either an administrator., an appraiser, or a
teacher, whether of not other individuals were involved in doing appraisals.
The teacher team category indicates that the report was completely written
by a team of, teachers, while multi-disciplinary team includes reports.which
were basically combinations of different separate reports. Interdisciplinary
team indicates that a group report was formulated from the appraisal re-'
sults.

The largest percentage of appraisal reports in deaf-blind programs (38%)
were written by individual teachers, while the largest percentage (29%)
of those in programs for the multiply handicapped Were written by individual
appraisers. A smaller, though substantial, percentage (21%) of the ap-
praisal reports used in multiply handicapped programs were written by
individual teachers. Nearly twice as many reports were written by multi-
disciplinary teams in multiply handicapped programs as in deaf-blind
programs, while more than 4 times as many reports were written by inter-
disciplinary teams in deaf-blind than in multiply handicapped programs.
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TABLE 25

PERSONNEL INVOLVEDIN WRITING THE, APPRAISAL REPORT,
BY TYPE.OF POPULATION SERVED

'Personnel

Population Served
Deaf

iblind(n=37)
Multiply
handicapped(n=38) Both(n=4)

Administrator
Appraiser

2.7

5.4
7.1

28.6
Teacher 37.8 21.4 25.0
Teacher team 5.4 7.1
Multi-disciplinary
team 8.1 14.3 25.0

Interdisciplinary
team 16.2 q 3.6 25.0

(Since an interdisciplinary team report is the synthesis of many separate
evaluations, the chances of an accurate and comprehensive picture of
the total child with this type of, report is much more likely than with
individual reports or with those Faritten'by a multidisciplinary team).
Teacher teams or administrators wrote fel; appraisal reports. Very few
(5%) deaf-blind programsutilizedfreports written by a single appraiser.

' .

Alternatives: Who Gets Results?

The number of recipients of results ranged from one, which was usually an
administrative file, to anyone implementing programs with the child, to any-
one whom the parents requested. In,general, programs reported the dissemi-
nation of results to one or more individuals or groups either within the
program, outside of the program but still" in the governing hierarchy of
the program, or offering services other than those offered within. the pro-
gram.

Within the program, alternatives for recipients included files and/or
persons in one or any number of the following positions: administrative,
social service, appraisal, cottage or dormitory, teaching, therapy, and/
or medical. Also included might be decision-making committees. Outside
of the program, but within the governing hierarchy, recipients included
files or individuals at the district, county, state, or regional office,
and in the departments Of education, health or we fare, depending upon the
funding and/or legal supeistrata of the program; ISome programs also re-
ported disseminating results to persons or agencies delivering services

other than those offered within the .prograM. These might include socialj
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therapy, or medical seririd-eS-offereew_oureferral sources, other
kinds Of contracted services, or possible future pliEW
Parents were consistently rifted as recipients of appraisal results,
either in their capacity as program implementers, as dWfined by legal
guidelines, or both.

Alternatives for Reassessment and Documentation

Many program respondents commented upon the importance of reassessment
and documentation and, in fact, many expressed a preference for continuous
daily measurement over the initial diagnosis and evaluation as a basis for
planning.

Again, there seems to be a difference in use of terms; while the two can
not really be separated, in general documentation seemed to refer to the
actual process of record keeping, whether it be on a daily or an a yearly
basis, while reassessment referred to a periodic review of_data or the
periodic gathering of new data. Reassessment thus in the long run be-
comes part of documentation; inmthe-short run, both become data for change.

Both processes together were reported to contribute to individualizajion
of services by forming a regular basis for revision of programming. By
keeping records of amount and rates of progress; and by comparing the child
only to himself, information could be obtained for the altering of the
total program, or of any portion of ?t. This,data in turn might be used
as one basis for accountability. While some classroom reassessment and
documentation procedures seem to take place on in ongoing basis, others
vary considerably in time of occurrence. Because funding is often tied
to evaluation, the following analysis will be done in the light of fund-
ing sources.

Table 26 illustrates intervals between Aassessment, as reported by teachers,
while Table 27 shows intervals between program level, reassessments as re-
ported by both teachers and administrators, by source of funding.

7C,
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Table 26

CLASSROOM LEVEL REASSESSMENT INTERVALS.
BY MAJOR ;SOURCE FUNDING,.

Source of Funding
Public Federal Private Tuitions Other
(n=32) (n=39) (n=4) (n=1) *(n=6)

Y.

Regular daily 21.9 15.4 33.3
Regular weekly 12.5 2.6
Regular monthly 17.9 25.0. 16.7
4 times a year ,18.7 15.4 33.3
2 times a year 15.6 28.2 25.0 16.7
Once a year 12.5 5.1
None /.6

TABLE 27

TIME INTERVALS OF PROGRAM LEVEL REASSESSMENT

BY MAJOR SOURCE OF FUNDING

Funding
Time Public* Federal Private Tuitions Other
Interval A A T A "A T A T

(n=29) ([1=24) (n=41) (n=31) (nr5) (n=3) (n=1) (n=1) (n=7) (n=5)
% % %x -7. . 1. % %

Daily 24.1 11.1 19.5 12.9 20.0
Weekly 10.3, - 7.3 - - 3373 28.6 -
Monthly 3.4 .17.1 16.1 40.0 14.3 7
4 times
a year '

,,

20.7 11.1 19.5 12.9 28.6 60.0
2 times
a year 24.1 11.1 36.6 22.6 80.0 100.0 100.0 14.3 20.0

Once a
year 44.8 33.3 46.3 9.7 60.0 33.3 57.1 -

None* - - - 3.2 - -
Other 27.6 33.3 17.1 22.6 - 33.3 14.3 20.0
A= Administrator; T= Teacher

.

* "None" was-not a choice on the administrative questionnaire.
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In addition to the intervals reported in the table, others were-reported
which fell between these intervals. Still others were reported beyond the
time limit listed, for example, every three years. Special needs were
also listed as occasions for reassessment, e.g., when the child leaves the
program, or when objectives have been reached.

Overall, there was disagreement between teachers and administrators as to
when program re-evaluation took place. According to the administrators of
the federally funded programs, the majority of reassessment took place
once a year. However, teachers reported that it occurred twice a year or
more often. (Perhaps there is lack of agreement between teachers and ad-
ministrators as to what constitutes the "program': which is a rather general
term). fn regard to public school programs, the majority of both teachers
andtadministrators reported annual re- evaluation. It is interesting to
note that 24% of the administrators of public school programs reported
daily reassessment, while only 11% of the teachers made this same state-
ment. Administrators of the private programs stated that most xeassessment
occurred once or twice a year; teachers were evenly divided among once a
year, weekly, and "other". Overall, 'the majority of administrators reported
that program level reassessment took place once or twice a year; teachers
also most frequently mentioned, these two intervals,in addition to -four
times a year.

Areas covered in daily docuthentation seemed to be those which were built
into the children's programs, while those covered in reassessment were gen-
erally the same as those in the initial diagnosis and evaluation. Depend-
ing upon the primary orientation of the'program, e.g.physical or educational,
the regular:-.reassessment was sometimes reported as limited, to that area,
while otherareas were done "as-needed."

Reassessment data can generally be divided into two kinds, "hard",data,
or that which is in some ,concrete form, and.!'soft" data, or that which is
used in decision- making but which is on a Verbal level. Examples of hard data
that were fisted by programs were anecdotal records, daily charting, graphs,
observatiogS, progress checks, checklists, videotape protocols, computerized
tracking, togs, probe data, daily lesson plans, standardized tests, question-
naires to Parents and outside agencies, and periodic regular re-testing.
Examples og soft data consisted of review of goals and objectives, staffings,
telephone calls to parents and outside agencies, and parent conferences.

It should 'be noted that these forms of reassessment and documentation are
not necessarily limited to the instructional sequence alone, but may be
equally useful in areas such as therapy or parent skill development.

Problems encountered in using reassessment and documentation procedures in
planning individualized programs were in mans cases identical to those'-tn-
countered in diagnosis and evaluation (e.g., validity of procedures), while.
having the advantage of being on-going, on-site and directly related to
programming. There were, however, additional problems, One major problem,,

as reported by participating programs, was time to take and record data
within the same time frame as instruction and other implementation procedures.
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Some procedures, such as writing anecdotal records, were reported to take
a great deal of time. Time problems Were'also reported in connection with
combining, interpreting and using data, and as they affected the ability
,f different personnel to compare different sets of data on the same child.

Another source of problems reported was related specifically to abilities
of personnel to keep data, and to communication between personnel. For example,
one problem reported was interpersonal disagreement on documentation tech-
niques, while another was misunderstanding of the purposes of documentation.
Inconsistency between personnel because of inability to carry out procedures
coriectly was another problem listed.

The form of the reassessment procedure also presented some problems. One
problem was the lack of preciseness, while another was lack of tools in
certain areas; both of these were reported as resulting in incomplete in-
formation. The usefulness of reassessment was reported to be affected by
inability to interpret and use data, and by limited access to data other'
than what each individual implementer accumulates.

Some alternatives recommended for overcoming these problems were to pin-
point small steps, so that progress would show up quickly, and to keep the
procedure very simple and systematic in order for it to be incorporated into
daily implementation. Another possibility suggested was to limit daily data-
taking to priority areas, which could change over time. Solutions suggested
to meet the problems of inzons,irtency,inaccurate and unuseful data were (1)
training for all personnel in one systematic method, and (2) time for staff-
ing in which to,compare and use data.

Given the alternatives listed in each of the area above, a wide variety
of combinations are possi'le in the process of tailoring the appraisal
process to meet individual needs of children, families, and programs. This
variety may create problems, however, unless decisions for ways to combine
alternatives are based on specific questions which the appraisals are meant
to _answer, combined-with consideration of piogram capabilities. Because the
appraisal process may serve different functions at different levels of the
program hierarchy (for purposes as diverse as generating funding and planning
instructional sequences), as well as at different stages of the programming
process, these purposes, along with the information needed to meet them and
ways of obtaining it, must be clearly and specifically stated. Alternatives
may then be combined in the most efficient and effective way to meet these
needs.

Based upon the questionnaires from -participating programs, the following
recomRendations can be made for fitting, diagnosis and evaluation procedures
to individual needs:

I. Purposes D

A. State clearly the purposes of the procedure, and which

6

results will be used for which types of decisions.'
B. Disseminate this information to all persons who (1) are

involved in the appraisal,or '(2)-involved in using the
results.
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II. Alternatives
'',

-

A. Examine the alternatives for appraisal which exit in the
,..

,program, and create new nes if\nesessary.
%9

B. Establish a procedure fo systetatically_consideridi
these alternatives in eac case( -

III. Personnel cu , .
.4

ti1 XA. Create systematic procedures for:combining appraisers
Y'_:, -intoiptArdisciplinarxitiSMs.
B. Include on the team as appraisers, the same persons (or

.0....--.0-......- ...-...
at least disciplines).who vill beJkey implementers \I

'" libeltidirig :parerite) .

C. To insure that the procedure wil4e tailbred to the situa-
tion, inclqde e,pexso4....whpsunc4on will be to advocate.,e ee. c. .3 cs .. ..00., .. dd...., 0.. 0 .0de_

A ...for the child and family 'N1

IV. Procedures , 1ii
-t t- ,,,A. liege apgMeals-uen needs of implementers.

) A. 0.
B. Design the system 'c) th4 on-going appraisal6be:comes part ;

..-....,
t, ,- % 4 ° 4,-,,,,..i...0.tzg"nnaS4411U,,,gValUa4011, , " -*, ,f

.: :.
C. Design the system so that akrais-als occur aivq0chlas .! , `':,1

possible in the dhiild's'eve'rYday environment. ,' i 0 .

3

D. Be sure that results'are-tqinalaEed into imii4ation
for implement4tion. 01!,, f J $ ; - :" :°:*77;

o , p

, E.. Disseminate rksult4 to all %410entere. ;'-i. it;::
/._,__..-F.. Build in a fAdback sysret0 failmakjrng PrdeedeuraliC Ang4s.

A.. r , 0 0
,..,

.,..,,

:

4 . /

Opals

/ '_:1'...:,r,r,6a:440:413-:g10,
appraisal, is:4ektral fi'p indVidualizattpn of-services,

and-in kact is dlitctly tied:to ai;PraisalTbf needs. Processes
involved in settinggoals canottributeio individualization by4orcing
individual consicWation of eaeh:child,'Wbile the goals themselves, when
set, become the basis for planning, for grouping, foichodsing materials
and equipment,.for evaluation of progress, fog' accountability, and for criteria
on which to base the child's exit from a program. They also become an impor-
tant basis for communication between personnel working vith the child. 4e-
cause many times goal areas.are Similar'for similar populations, areas for
appraisal can be directly related to areas of expected need. Goals in
addition can contribute to individualized implementation by providing an
orderly sequence for implementers to follow, by promoting consistent ex-
pectations between implementers, and by forcing implementers to consider
each aspect of the individual. In general, then, goals'act as guides for
implementation.

Goals often exist do several levels within an educational program,- and in-
clude goals for the program itself, total service goals for the child (in-
cluding.medical,' therapy, and parent goals), andinsxructional goals. Be-
cause of these different levels, both program goals and child goals may come
ffom a numberof sources,,inclUding BEH guidelines, state, county, or district
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guidelines, and from other projects which are being replicated. Alterna-
tively, goals may be formulated-at the school, program, or classroom
level, or from any combination of these.

Program goals may or may riot be official and/Or in writing. Table 2 k--
shows the percentages of programs, by category" ofthandicap, hayingspecifical-
10Siated.pr4gram goala;, and the explicitness of their formulation.

TABLE 28

EXPLICITNESS OF GOAL DEFINITION, BY TYPE OF POPULATION SERVED,
AS REPORTED ON ADMINISTRATIVE QUESTIONNAIRE

17

Explicitness

Population
Deaf-
blind

Multiply
handicapped Both

(n.42) (n=38) ,(n=3)

%
Official and in writing
-Official, not in writing
In writing, not official
Neither
Don't know

52.4-

9.5

23.8
14.3

68.4
10.5

15.8
5.3

66.7

33.3

More than half of the respondents from all three types of programs reported
official, written goals. One of the three combination programs (33%) re-
,ported goals which were neither offtdial nor in writing, while 24 percent
(24%) of the deaf-blind programs reported written, although unofficial,goals.

1' Program goals reported covered a number of areas, including most aspects
1 of any given program's responsibilities and areas of service. Areas in
'which goals were specified were placement, welfare, therapies, identifica-
tion, diagnosis and evaluation, medical services, social services, person-
nel, and parents. Some of'the more specific program goals named were (1)
upgrading of services, (2) early identification and intervention, (3) family -i
oriented programming, (4) use of community resources, (5) alternatives avail-.
able for setting of services, (6) safe, homelike atmosphere, (7) approxi-
mation of "normality", (8) development of a registry, p) providing training
and demonstration to other programs, (10)' developing community awareness,'
(10 developing a program model, (12) facilitating the development of other
programs, (13) de-institutionalization, and (14) research.

It is obvious from this list that there are many areas into Which a program
may venture in developing more appropriate and more individualized services
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for children, many of which do not necessarily involve direct services to
children. In general, program goals reported focused on provision of a

,broad,range of quality services.

Goals set for children, as reported by participating programs, fell into
two distinct categories, i.e., total service goals and instructional goals.
This fact again illustrates the importance of extending ehe concept of
individualization to total services, as discussed in Chapter IV.

Total service goals for childreri were reported in the areas of health,
medical treatment, recreation, deyelopmental areas, academic areas, voca-
tional development, placement, home or dormitory living, therapy, family
living, and parent involvement. (In addition to involvement in the child's
service plan, there may also be an-individual plan for the parent; this
will be discussed in a later chapter.)

Table 29 shows percentages of programs which set goals in each of these
more common service areas,, by major source of funding.

TABLE 29

AREAS OF, PROGRAM GOALS BY MAJOR SOURCE OF FUNDING

I
. Funding

Public Federal Private Tuitions Other
(n=25) (n=36) (n=5) (n=1) (n=7)

%

Academic 72.0 41.7 60.E 100.0 28.6
Medical 4.0 5.6 20.0 14.3
Affective 84%0 58.3 60.D 100.0 85.7
Family 8.0 13.9 - - -
Developmental 68:0 86.1 80.0 71.4.
(Totals may exceed 100 percent, as respondentS often reported. goals in more
than one area).

Very small percentages of the publicly supported and federallY ilinded pro-
grams (8 percent and 14 percent respectively) reported setting family goals.
No program funded privately or through tuitions'reported setting goals for
the family. At least 68% of all types of programs set developmental goals,
and at least 54% of all programs set goals in the affective domain. Medi-
cal goals were infrequently reported by publicly and federally supported
programs, while one pritately funded and one "other" program reportedly set
goals in this area. Far more publicly funded programs (72%) set instruc-
tional'goals than did federally funded programs (42%). Undoubtedly, this

4
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,o %
,

, .

. 4
.

can-partiall y-be attributed.to the fact that the Majority 9f federally funded'
programs were tor the deaf-blind, while the majority of publicly funded

.

programs served the multiply handicapped..' As the grophs in Chapter III
indicate, the deaf - .blind students, in gen4r1, were functioning at lower-
_developmental leVels than.themultiply,handicapped. Therefore, laue.nuriP
bers of them may not 1,4 ready fdr academic or strictly instructional goals.

,The largest percentage'of goals (84in publicly funded programs were
set in the affective area,, while the largest.percentagesof goals in fed-
eraily.and'privately funded programs, (86 and 80% respectively) wePeset in
ehe developmental domain. Again, the majority ofd federally fundedp

.serve the deaf-blind, for Ohom one Might expect goals to be plImaril
...

velopmegtal. . .
*.. , .

.
...

.

Total service goals, ifset, were often based directly.on resulti".in the w

,clifferehe areas of appraisal, and in fact were often repotted to be set with-- .4 ithe ndividual- reports of the.apPraisers or as a reau],t of the staffing
'following the appraisals. - .. .. /

At the central i
reported to'be-set

tructional level (see model in Chapter IV), goals were
reas which were usually the responsibility of-a

teacher; if .the team approach was, used, theinstructional level might include
various specialists; and consequently goalswuld be set at this reiei in
these areasrther than at the adjacent services level as in situations
where teams were not used.

- ' 1':. .
.

Alternatives for areas in which instruCtional igoals wete set included many
which might be found' in educational programs'for.non-handicapped children,1

,
. ,as wellas a wide variety of others.

,

( ,-, ,
.

.-
...

Table 30 shows percentages of programs setting 'instructional level goals in eachi
t .., ,

. of the areas named according to.upper age limit of*the population, as re-
,-..

.-.. pbrted by.teachers..
,

, .-

.

40. V. 4
.,

. .

- Some of the areas listed in'this tabl'e include more specific ca esories. ,.
,Physical includes the motor areas, while academic:includes skills involved -.S 1

in readiness foracadeMic work. Such categories as-self-control, awareness
of self and environment, such basic skills as attending and imitating, and

4 .7' elimination of such interfering behaviors as, self-stimUlation and'tatile
- defensiyeness are included in the social-emotional aear., .. . . .

.

.4

.

froth
z. /There is a smooth and consistent trend away fro setting Physical goals '

as 'the children become older. This, 100%. (n71-.2) of the programs whose
,

uppef limit was 5'yearsdet physical ban, hut only 41% of prOgrams ser-
.ving students 7p to 21 years set goalgin'this'atea. Sensory"goaIS were,

.4r: not set in any.Trograms,340e upper age limit was 5
,

or 9 years, and' were
1 ionly.set in one program (70' whose Lipper.age.limit was 15 years.. ,(These

figutes dQ include; ofcourse,.proOrams or the' deaf-blind, and the at:sehce
of ;ensory, g6als for younger childien'is rathersurprising). In general,..

. I

...N, smaller percentages 16f goals'were set in every area except vocational for
. ,.

, . programs enrolling ene.o0.dest students. Academic goals, as might be ex- Nt
.pect"ed, wereipost frequently setforstudent$,in programs with upper age.
liMits of 12-715, and 21 years. PerCeptual goals were most frequently'
set for programs whose upper ake llmit was 12 years,

, ,
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TABLE 30

'AREAS OF 'INSTRUCTIONAL GOAL SETTING,
BY UPPER AGE LIMIT OF PROGRA

.

Instructional.
Areas

Upper Age Limit
5 years 9 years 12 years 15 years _21 year's
'(n=2) (n=101 (n=21) (n=14) (n=37)

% ° % % %
.Thwsical le0.0 70.0 61.9 42.9 40.5
Sensory

. - - 23.8 7.1 16.2
Social- S

emotional 100.0 70.0 57.1 .78.6 37.8

4 ,Self-help.
Academic

100.0 70.0
10.0

71.4

23.8
78.6
28.6 s

59.5

24.3
Cpgnitive 100.0 40.0 23.8 28.6 24.3
Communica-

' tibn,, 100.0 70.0 . 71,4 50.0 59.5
Perceptual 10.0 , 33.3. 7.1, 8.1
Vocational 4.8, 13.5
Other 50.0 33.3 35.7 45.9

°

1

Other.areasonamedapcluded recreation, daily living (which overlaps to a
large extent with,self-help), pre-vocational, 'behavior management, mobil-
i_ty and motor.

'7\_.,
, - -

,

It'opuld-beexpected that a variety of,leVA.s of personnel would be in-
_

volved in setting goals for total services;.it'eouhl also be expected that
instructional program, goals would be set by prsonriel at the' instructional

./ 'level and* by those persons with direct,cOntact with the instructional pio--
gram. +Tablaa4fgives perpentakel3 of persbnnel involved in setting instruc-
tional gbajs-according to the upper age limit of the program, as:zepor'ted

.44 the- teacher questionnaire. ,

.

'.
,

-Teachers'were most:frequently involved in,sttIng instructional goals, wit ii.
at least 84% 8Y all progxama_reportingteacher involvemerit. Counselors
were not involved.at,all riPthe processx,f,goal setting in programs.with
upper agelXimits up to 15 years. Of the programs serving students up to
21 years of age., only 5 %.reporfed-that.cduaelors set instructional -goals. .

The participation'of, "aides ,ranged from none (0%) (in programs with an...upper .

age' limit of.5-yearaYto 50% reported by,prograMs serving. children up to
age 15.(Sinct many eduCational'proems, especially those usIni, the team
approach, attempt'notto digtinguish aides from other implementers such al. .

teachers or therapists,,this percentage may not'be a real indicator of what
vs6exista). Pgrents w00 involved in setting instructional goals4n both pro,
Naams-(100%) whose upper age liMit wag 5 years, yet only 10% pf Programs -.

. t.
.

, d

irt
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[ABLE 31

PERSONNEL ovetvg0LAN SETTING INSTRUCTIONAL GOALS,
BY UPPEI'AGE LIMIT OF PROGRAM

kkekr

Personnel

.

Upper Age Limit
.

5 9 12 15 21
(n -2) (n=10) (n=21) (n=14) (n=37)

% %

'Teacher. 100.0 90.0 95.2 85.7 83.8Aide - 10.0 33.3 50.0 13.5Parents 100.0 10.0 23.8 21.4 13.5
Counselor - . - - 5,4Educational
consultant - 4.8 14.3 10.8Diagnostic

.

personnel 4.8 14.3 8.1
Therapist (speech,,
physical, occu-

.

patinnal) 7 30.0 14.3 286 ,

18.9,
CT9tals exceed 100 percent, as most. programs involve-more fftiali one, type
of personnel in setting instructional goals-0 1 - A . ,:4'::,

r

with an age limit of 9 years involed parents in sitting inlitruct4,9rsal:sgoalkg .Less than 25 percent of the prograts with upper age limits of 12;; i5,
21 years involved parents in thti proces0.1.(Re-examination of.thg:updei
presented in Chapter IV illustrates

the'importagce_pf,Rarentlm4oIVement
in every program compdnent, not the .least of. Wfitch,1g:40A1 setting). 7.u-
catioilal Consultants were reportedly not inmOlv0d,11, setting vals fOr
programs serving the youngest children (upper age4igts of 5 And 9 years),,
-and they were only involved in-5 to 14 perdent of theprograms serving
older students. The trend was almdgt identi44 for the'lhvoiVement of
diagnostic personnel. Therapists were involved tr), setting instructional
goals in 14 to '30 percent ofall programsexcept those with an upper age
limit' of 5 years (where therapists were reportedlynot involved At

In general,,the greater the upper age limit of the program, the greater the
number of personnel involved. Programs with an upper age limit of 5 years
reportedly involve just teachers and parents,while programs enrolling stu-
dents up to age 21 years reportedly involve all personnel listed... It would
seem to be advantageous to involve asmany types levant personnel aes
poss'ible'' in order 4s).maxilfge.

0'
comprAensive'g g.

40
-Other persons named as having lirect input into the process of setting
goals were the child, administrators, child advocates,.social workers,
nurses, vocational counselors, psychologists, and home living personnel.
The re4rral agency ,was included as another possible alternattve.
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Fifty percent (50%) of the programs reported using a specific guide for
instructional goal'setting. In general, the guides named were assessment
tools, curriculums, and deVelopmental sequences. In addition, programs re--
ported using sources such as normal education, child develoPment literature,
and state guidelines. Another type of guide was the consideration of ex-
pectations in future placements, including work and school, and of community
expectations. Parents' goals for children were listed as an important'
source for instructional goals. Another source was the analysis of behavior
into small segments; this analysis might be based on the child and/or on
the task. A final source for goals was the use of resource people, both
inside and outside of the program.

Information considered to be essential for goal setting, in addition to
sources of goals listed above, fell generally into_the categories of ap-
praisal information and historical information, and concerned both the child
and the environment. Historical information considered to be essential was
such descriptive information as age and ex; information on previous school-
ing such as achievement levels and procedures found to be effective; family
history, and medical information such as etiology of handicap and restric-
tions on activities. Appraisal information considered to be essential in-
cluded developmental levels in all areas, sensory development, behavioral
descriptions, mental age and IQ, functional sensory information, ,learning
rates and modalities, reinforcers, functioning in the present environment,
and therapy needs. In addition, appraisal of certain aspects of the environ-
ment was considered to be essentiarto goal setting. These included ap-
praisal of the home and/or of the living environment in terms of attitudes,
interactions and expectations, and appraisal of the community for possible
resources and future job placement. A -final kind of essential informa-
tidh named was the effect of particular handicaps on development. -->

Many problems were reported for the area of goal setting. These problems
fell generally into the areas of lack of information and processes for
setting goals.

The complex nature of the multiply handicapped population, the low develop-
mental levels, and the difficulties involved in-appraisal of the population
all contribute to a rack of information which is considered to be essential
for setting goals. One source of problems wat the inadequacy and incon- g
sistency of the results coming from the assessment procedure, resulting from
the lack of instruments and tools for lower level populations, lack of
experience with these populations, lack of knowledge of lower developmental,
sequences, and inability to adapt assessment procedures to take into con-
sideration the effects of handicaps or developmental delays. This problem
was further compounded by the fact that accurate diagndsis of the multiply
handicapped child is often difficult. Another problem creating alack of
information was the unavailability of background information and,of,ap-
praisal information; this was an often reported barrier where appraisers
and goal setters were not in direct communication (or were not tie same
individuals).. In addition, because the potential of these children is
hard to assess, difficulties were reported in setting long range goals..

8 0
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Inadequate knowledge of the sequence of skills and,of task analysis were
also reported to_contribute to inadequate goal setting; ability to use this
kind of knowlediewas reported to be especially important because very
severely handicapped children often do not directly folltw developatental
sequences.

Process problems reported were gelierally related to factors to be consid-
ered in setting.goals and to goal setting abilities of personnel. Factors
to be considered included the complex needs of the children and the result-
ing need to set priorities, the materials, equipment and people resources
available to meet the goals, relating short-range to long-range goals, and
time available to work on goals. Problems related to personnel abilities
were lack of awareness of the importance of goals, disagreement on priori-
ty goals, and inability to write specific, understandable, measurable, and
realistic goals. Other problems resulted from lack of time for worliAng
together to set goals, and for updating. In some cases, teachers were
responsible for settl.n goals in all areas, despite, having experrientelonly
in the instructional'sareas.

Suggestions for alternatives for overcoming these problems were generally
based on ways of insuring communication between, appraisers, goal setters
and implementers in an attempt to assure input from various areas of ex-
pertise, and to contribute to agreement and carry-over betweenrpersonnel.
The team approach (including appraisers and all levels of implementers)
was recommended as a way of setting goals, as was the.presence of the,
teacher and parent at all diagnosis and evaluation sessions. Obseryation
and continuous reassessment were suggested as more appropriate bases than
tests for-setting goals. It was suggested that specific times be set aside
for observations, both 4 school and at home. Recommendations for sources
of goals were.the use of specific curriculum_ guides, and letting special-
ists have input into goal setting in their areaa. One recommendation for
setting well - written. objectives was to train personnel in) this proctsg;
another was to hire a spetialist(suCh as an educational iagnosticiah).
In order to set pLorities and to make goals relevant, beginning in the
future,and working backward wan suggested as a way fo analyzing which
goals should be set.

Goals, tilen, as a guide to planning and implemen
portance for focusing services on individual ne
that this focus is both realistic and"communic
tablish processes'forassuring (1) the most
(2) consistency between goals, and (3) carry
environments. The alternatives stated aboy

j lishing these processes.

4.
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tion, are of great im-,
ds. In order to insure
table, programa myst es-

elevant input to goal setting,
over across personnel and
olfer some ideas for estab-

6

I



4 q

4.4

CHAPTER VI

PROGRAM RESOURCES: INPUT FOR INDIVIDUALIZATION

Every program or school serving handicapped children has resources, both
within and outside of the boundaries of the program itself,.wHich,are
often taken for granted or assumed to be immutable. These resources,
however, occurring in'the form of staff, physical setting, placement,
scheduling, and community resources, are potential sources of alternai

.

tives which may be used in individualizing services; the wide range of
possiblitIes can be seen when questionnaire responses are combined to
include possibilities:mentioned.by each program. The intent ofthis
chapter is to outline this range of possibilities as it exists in par-
ticipating programs,

-Physical Resources

Alternatives in physical resources(in available placements, in time alter-
natives and In staff) contribute to individualization by making more combina-
tions of servicealtedmativet possible, in turn making iE possible for
a;program to meet the needs of a more diverse population. The child in
such a program benefits by being able to spend more ti!Meinareas of., ;-
greatest need, and by not being taxedbeirOnd his,limits.

Alternatives in Facilities.
%

Location of program. Each different type of programl,oeation was,
reported as having certain advantages .and diadvantaps for individual-
izing services. 'The 'following table under each,.primary
location; this list of advantages should also be regarded as recom-
mendations which may possibly'b applicable as altOnptives for other
types of programs. By knowing other programs have found to be
advantageous, itis possible to plan more effectiyely for future
changes. / (,

General advantages listed for"rural settings were (I)the closs9nes's of
the_people in the coMmunity,l.and (2) "country,living Disadvantages. .

listedvere (1) unavailability of reS6urces,'(4....pav4ileb14ty
'teachers, ,(3) unrealistic environment for trainit000futU*living,

!:,

7
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,
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and (4) beinekocated far from children Who- need services. Advantages
listed for_urben settings were (1) proximity to resources ( both people
and things)* community orientation and location, and (3) central to
population: No disadvantages were named.

TABLE 32

LQCATION OF SERVICES: ADVANTAGES AND .

'DISADVANTAGES FOR MEETING INDIVIDUAL NEEDS,
AS REPORTED BY ADMINISTRATORS AND TEACHERS

Advantages Disadvantages

Me'dcal School

1% Availability of medical personnel

.2: Medical- educational cooperation

,
- Agency

1*. 1.:.flariaty of disciplines available),
'"2. FuIl\1 range ofetervloces on-siw

4

1. Isolation from community
2. Oriented toward sickness.
3. Limited by rules of-Medical'

setting

_patients

1. ."'(N4Ine 'listed)

Public Ss.hobl

, 1 Contacts with normal children
2. Natural environment .:
3. Integration as alternative
4. Cross-age tutors available

r5. Volunteers accessible
Live at home

41
;1, Busing Wlable

4
_ 1. ,Red tape for field trips

2. Lack of resources
3.. Scattered,programs; non-

comminicatton
4. Separation of- diagnostic

from teaching-'staff
5. .Architectural barrier's

befichds- in-hall)

University Campus

1 People available: students,

`consultants, teachers
2: Research
3. Resources available'

4..0
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"Or

Advantages

Home

1. Parents involvad 1.

2. Can take younger children 2.

Church

1. Free 1. Weekend use by others
2. Nursery facilities available

Disadvantages

Isolation from other kids
and parents

Lack of transportation and
time

a
Regional Center

1. Large enough population to group 1. (None listed)

Residential

'r 1. long-term evaluatiOn possible 1. Far from home
2.. 24-hour programming possible Far -from-normal contacts
3: Medical personnel available* 3. Lack of job placements
4.. More programming for liYing skills 4. Red tape for making changes
.5.. Can structure parent-child

Interaction
5:0 Inappropriate models in

living situation
6. Specialized personnel available

for major handicap
6. Routines don't coincide

wit best programming
7. Buil for-custodial care;,

hard to'norm'alize

Architectural characteristics. Many suggestions, were made 4r, architec-
turally controllable yariables which were telt to be. conducive to indivi-
dualization. Thdgeneral characteristics felt to'be Most'desirable were
the (1) presence of,' flexible and movable walls and spaces, and (2) variety
of areas available for different purposes. Other characteristics listed
as desirable were, as fo). (')' Jlows:

.

Variety and flexibility
a.. Open and closed spaceS

1) dividers , '

?) movable cubicles,
13. FloOr, areas stairs,

/

c. 411'textUres'
Lighting!.

e._ NoisleVels

uneven floors,- for teaching



2. Special areas
a. Central to education+

1) gymnasium
2) pool

3) time-out room
/^.4) observation room
5) therapy
6) daily living areas,e.g., kitchen, laundry,

bathtub
7) lunchroom

)
8) recreation facilities
9) showers

b. Peripheral to education
1) storage area
2) mediacenter
3) meeting room
4) nursery

,

5) volunteer area
6) parent area
7) staff area
8) privacy area for children
9) extra room

3. Special features for handicapped
a. Visual

1) trilling areas
2) indirect lighting _

b. Physital
1). wide doorways
2) low'drinking fountains
.3) low toilets
4) electric doors
5). eleyator

f"

6) ramps
c. Hearing.

1) so dproof rooms
General. .

'1) immediate decess to toileis.
4. General special features

**a. Air conditioning
b.' Intercom or telephone system
t. Carpet

As the pop 4ation, changes in size and in kind, new needs arise which must
be accompa ied byehanges in the fscit1ty. dite'solutionoffered to this:
problem 'was rent; rather t.han td.buyi sothat the program could be Moved
if necessary. A disadvantage which Was mentioned for thezrepted facility '
was That it *Cciu14_not,be structurally changed in, orertO adapt_it to the
population.../



Designing facilities. In addition to recommending the inclusion ,of the
features named above, several programs made recommendations for the
process of designing facilities. Generally, these related to (1) the
involvement of personnel_ and parents in planning and designing, (2)
visits to other facilities to observe different types of features as
they are actually used, and (3) incorporation .of normal living features
to as great an extent as possible. The latter recommendations included
(1) group homes rather- than large facilities, and (2) satellite centers
close 'to the child's parents. One suggestion, in fact, was to forget
facilities and take the program into the community.

Placement Alternatives

Given enough iersonnel and space, programs can be organized so that they
are able to provide a number of alternatives for placement for any given
child; any one of these alternatives may _in turn be -the single placOent
for the child, or may be one of multiple placements. _ -

Program placement 'alternatives. .Several ,programs reported possibilities
for making alternative placements or services available io any one'child.
For example, a program might offer home programming, a self-contained
Classroom, and a visiting teacher to _other programs. A setond program
might provide residential services-and-in-addition have a community-
based preschool. Other alternatives mentioned were (1) a totally self-
contained placement, combining living and classroom resources within the
same cottage, (2),'reeidentialliVing with alternatives for on-,campus or
off - campus instrictiona programming, and (3) alternating programming
in a residenti4,tecTlool' end at hOdie (e.g,., 10 days in residence, 4 at
home).- '--* /

The posSiblity Of ,alternatePladeMentS whether they be within one
program or -beti.ieen seferal, neCes4tates ,some kind of decision-making
Process whith, matches' the jchifd with the, most appropriate placement.
As reported by participating ,programs; Placement "decisions were usually
based on both the: program's criteria for admission, and _on individual
consideration of eaCh,child, Criteria for admi.esion which were specif-
ically fisted were (1) _the definition (A the pOpUietion used by the
program, and (2 some minimum level of functioning in terms of .ambula-.
tion, toileting, eeiing:, motor" de414ment, social development, mental
development, behavior;". t(4naion on a nop-pustodial
and acceptance of -adult conteeW;:he of' thild was often listed as

anOther criterion, e:0.?er-.-444W0.1 sotheorie to P4'37 for services, space
available,iii':Ehe:06gratal;:e44 eonyeuietice to the :ch'ild hcime._/ Within
ihe limits imposgd by the above 6r3.e.eyi4 and ,by .other___Rslihy criteria

,

such as geographical, areg,-platemenP. 4iCial,ons were rep9rted,to be Made
on the basis driildidUal Consideretiona 4.eachchi*d.//:Thgeconsid-
eritiope diner!.. 'Wefe 4deqUlacX,Of the OP-die-Current ,

program, a any,. (2') 0;*.41:;1.4y: f Obikeit; caper,.

"program to ,imiedijlt,fie. ch4e4 needs ! Z)'

hist rUgtiOnal plaCement-altereexives: .11n -a* 4:81.1i 1 i t tea for

broad general eThe'Ffielye OaceientS; Many 'programs.have lternatives-
available. for; `placement'' the ttuctionaL:prOg4P.I.,

"<f: :- .

I.
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Table 33 shows in which of the more usual placement alternatives the
majority of instructional services were delivered; because placement is
often a function of handicap,. these percentages are given for deaf-blind
and multiply handicapped programs separately.

TABLE 33

CLASS PLACEMENT AS A FUNCTION OF
TYPE OF POPULATION SERVED, AS REPORTED BY TEACHERS

Placement

Deaf-Blind

Population Served

BothMultiply HandiCapped
(n=43) (n=38) (n=5)

Self-contained
regular class

Self-contained
regular class
with visiting
teacher

9.3 20.010.5

Self - contained

regular class
with resource
room 7.0 '2.6

Self- contained

special class 69.8 55.3 100.0
Diagnostic
class 4.7 5.3 20.0

Hospital 4.7' 20.0
Homebound 11.6 2.6 20.0
Other 9.3 18.4 40.0

Because more than one placement was Sometimes checked as the major setting,
% percentages may exceed 100.

, 1 r
( 1f.

The placement most frequently reported by all three types of programs wag
the self-contained special class. All of the combination programs 'reported
such a class as their major placement. Homebound programs.were reported by
12 pv centof the deaf-blind programs as the major placement. No pro-

, gramany type reported the regular classroom with visiting teacher as
the,setting -of the delivery of a majority of instructional services.

A number of other alternative's were mentioned as possibilities for class
placement. These 4cludedfpartial integration into a regular class or

_imp other special classes, integration into workshops or vocational train-
__
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-in g;-self=zontained vocational, and scheduling into skill areas (e.g.,
'bedroom, living room for daily living-skills):

Ai with placement into programs, placement within the instructional pro-
gram necessitates the establishment of some kind of criteria for meeting
individual needs. Participating programs named several kinds of criteria.
The most prevalent kind were those having to do with physical pilogram
characteristics, i.e., available openings and existing adult/child ratio.
A second type of consideration listed dealt with child characteristics,
and included health limitations, mobility; degree of involvement, priority
need, age, achievement, receptive language, and ability to'work in groups:
Goodness of fit between teacher and child comprised a third type of criteria.,
and involved consideratioh of the teacher's training, experience and pre-
ferences. While most of these criteria were directed toward creating homo-
geneity within groups, a final criteria named was "randomness," or h*aving
a mix of ages and levels within each group.

In addition to assignment to a particular teacher or group, alternatives
within a classroom might or might not involve decisions on grouping. Al-
'thdugh grouping has many advantages in terms of teacher time, and allows
one teacher to serve more children, with many lower level multiply
handicapped children grouping is not a viable alternative. Where group-
ing was reported, criteria were generally in terms of social or language
needs, or, on the basis of the particular activity (e.g., snackueime).

Time Alternatives

Time alternatiVes occur both in lengai of school year and in daily or
weekly scheduling. The school year, for example, may be the regular 9-10
month program, with or without an additional summer program, which may

aor may not be required.

Time spent in the educational program per week generally fell into one of
several standard amounts of time. Table 34 gives percentages of programs
which usually schedule a child into each.of these time alternatives. Since
setting of program may be .a factor in determining' amount of time in the
educational program the table breaks down time-percentages into:these

rCategaries. a

No Program.sect*& reported, five or fewer hours average' instructional time
per student. .per We*. '..0tie0iomei3900, program ;and oneitiyate residential

school program,re0Orted'thkstu*Wspendan-average.o:10-1(1 h6urs per,,
week in the ed.Ucational Iproglam. Stakschodlereporteeke InaS-t ihstrtit,
clonal time per week,- With 56%' of the resporiden'ti\indicating\thatsttudents
ipend 25 or more hours per week in the 'instructional program.The majority.
of agency programs (54%) reported 25 o 30, hours average' instrUctionai\
time per student each Week, while a similar percentage.of regular public
school programs (57%) Stated 20 to 25 hours per week as the average time

"'
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TABLE 34

TIME IN ERUCAT\IONAL.PROGRAM PER WEEK, BY
SETTING OF PROGRAM

r

-5 5 >5-10
Setting,,, % %'

,

Agency (n=13) . -

University (n=2) - -
Hospital (n=2)

.

- -
Home (n=1) - -
Regular public school
'campus (n=23) - 8.7
,Separate pub. sch.
campus (n=11) 9:1

Hours Per Weak
7

>10-15 1,15-50 >20-25 >25-30 >30
% ' ,% % % Y.

4

- 7.7 23.1 53.8 15:4
, 50.0 50.0

50:0. - 50.0
- - 100.0 -

- - 17.4 56.5 17.4

36.4 18.2 27.3 9.1
State School (n=18 - '. 11.1 5.6 16.7 11.1 27.8 27.8
11.ivate day school (n=2) ,- - 50.0 50.0 - - c..
Homebound (n=2)- - O.0-4 - 050.0 -
Private residential.
(n=2) - 50.0' - - - 50.0

Other (n =2) - - - - 50.0 50.0

0

spent in the educational program. The largest- percentage of separate
public school programs (36%) indicated that students spend an average of
15 to 20 hours per week receiving educational services.

While the table lists the more usual amounts of time, many programs (79%)
reported that, depending upon the,child's needs, alternative amounts of
time were available. In many of the programs, these alternatives were in the
form of optional summer programs, periodic vacations, and the possibili-
ties for spending additional time in thei-apies, recreational activities,
or it! one - to-one sessions. Other programs reported alternatives in terms
of time spent in other settings, e.g., workshops, regular. music classes,
or part-time in'Headstart programs. A different kind of time alternative
was reported in terms of fewer days per week, fewer hours per day, time
spent within different instructional areas, and time spent in different
placement alternatives (as, for example, in home programming'and school .

programming). A single program, then, might offer an array of alterna-
tives such as a regular program, fewer days or hours,, extended hours,
pert or full-time in home program, part-time in a 8ommunity program, a
-cooperative program in two settings, and/or any combination of the above.

Problems Arise in creating and using alternatives in placement and.,
'-scheduling. It was reported, for example, that other programs were not
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willing to try irregular schedulings or cooperative arrangements. In
addition, staff were reported to be unavailable for non-routinelassign-
ments: Transportation Was reported to create a problem in allowing both
time and place alternatives. Within very small or rural yrograms, few
alternatives were available at all. Finally, parents were reported to
be reluctant to give up the familiar and to take advantage ot alternatives.

Recommendations fOr overcoming these obstacles emphasized the use of
public relations techniques:both inside and outside of the program, in
order to create'a variety of alternatives. The program's responsibility
would then be to train, coordinate and use these, resources.

Withinthe,program, some suggestions, listed were (1) to have different
starting and ending times, scheduling, the most difficult children in the
slack times, and (2) to schedule par, -time children at different times.

.,Stpff Resources

Variations in staffing, by cfeating altrnatives and combinations of
alternatives, also help to create alternatives for children, thus contribu-
ting to a program's' ability,"'to plan and deliVer'individualized,services.
Major variations may occur in size of'composition, as well as in ..training,
availability and responsibilitieS,of,diffeient 'staff me hers.

,Size of Staff 4

The most often named advantage of an increased stafi,size
,,,,

fOr purposes

.
. .

of indfiridualization was more opportunity for one-to-one work with- chil7
-'dren."-Increased staff was also reported to offer,more'flexibility.for

choice of each child's placement and to'inake possible more hours of
direct training for each,Child. Another, advantage naMe&for,creating
possibilities for individualization was ability to departmentalize along
developmental levels or according.to areas of expertise; in general,th4
larger staff also had the advantage of pioviding more kinds of personnel.

While reported staff size 'varied from onto more than 100 actual ad-
,

vantages, reported, aside from availability of different types of exper
tise; were. those due to adult /child ratios, rather than to actual size!-:

' Iof the staff. -
,

4Z 4
6

"Table 35 shows percentages of programs having different adult/child ratios.
Because of different funding patterns for deaf-blind and multiply
handicapped, one would expect ratios to vary along this dimension; the
table breaks ratios into these categories. ',

.e

The majority of deaf-blind programs (52%) reported an adult/child ratio
of 1:1, although 41%*repoted a ratio of 1:2-'.to 1:4: The majority of
multiply handicapped program ,(56 %) reported.an adult-child ratio of between

9
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TABLE 35

ADULT/CHILD RATIO BY TYPE OF POPULATION SERVED

Ratib

Deaf-Blind

Population Served

BothMultiply Handicapped
(n=37) : (n=34) (n=2)

%
.

1:1 51.4 11.8
- 1:4 40.5 100.0

1:5 - 1410 5.4 29.4
>1:10 2.7 2.9

4
1:2 and 1:4., with another-largelpecentage(30%)reporting a 1:5 to' 1:10
ratio. Deaf-blind programs thus reputed lower adult/child ratios than
did multiply handicapped programs. Both combination programs repo, ted a.
1:2 to 1:4 adult/child rati4. ,

While adult /child ratio is certainly,iTporeibt, it is not equally!
tant'for all populations, or for all chil ren. It must be reme
grouping of children is an alterhative w ch best meets'some nee
some populations and children.

..

iffipor-

red that
of

'Composition oaf Staff Resources'
, v
-

.

.

I

.

A

While size Of staff has impOrtant consequences for ability of a program to
accommodate children who need one-to-one teAching,-composition f staff
contributes to individualization by allowing specialization. r example,

.
different kinds of expertise were reported to help assuxe a Va ety of
inptt into the same problem, and to cover each workable .aspect f the.child.
In add4.tion, yarIety of personnel was reported to enable children to be
placed with individuals whose(expertise met priority needs. .1 the staff
is composed ofTersons who are trained in the same general app each le,g.,

.precision teaching), cohesion and communication were reported o be a resul-
ting advantage. Another contribution to individualization ca be made by

4
,houseparents who are also teachers, and thus can add a large . ..-eiof
training hours onto the program. The more areas of expertis , the more

.

diverse the child population that can be served.

A Vloriety of staff can also...benefit children indirectly by pr viding direct
benefits to staff and to the program. With diverse expertis- available,
Ion-site, on- going; and informal inservice becomes possible.

4
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Differences'may also occur in characteris-tics oth- thanetraining; one of .

tWese is race A variety of'ethtc.backgrounds as reported to VW a bent-
fit"in parent involVithent and in IdService to he staff concecning individual
differences due to ethnic background.

It might be expected that the more/var ty available to a program, the more
alternatives the program can offer t children.

Table 36 displays perpentages 6E41 ersonnel available for a.variety of
settlings; availability is defined in Lefts orpresence as a regular part,
of the prOgram ofpresence on, a regu/ar consulting basis. .N

Many other kinds ot,,personnel-were'listed as being available to certain
programs. In the medical /Area, physicians, nurses and dentists were listed,
while in therapy, other persons listed were recreation therapists and
therapy aides. Several/programs listed parent counselors and respite care
personnel. Mental health personnel listed were psychotherapists and

. plkchiatrists. Other/specialists listed were orientation and mobility
instructors, physical education teachers; art and music teachers, volunteer
coordinators, nui-seryattendants,-Yoster grandparents, blis drivers, peer
tutors, behavior managers, program evaluators, janitors, cooks, and
dietary specialists.

At least 96 per ent (96%) of programs in all settings'reported'having
teachers, and at least 75 per cent 05%) had teacher's aides. Pediatricians
were available' to at least 90 per cent (90%) of' agency, university, and
State schbol progdfams, but'to only 52% of regular public school and to
:75% of separate public school programs. Ophthalmologists wert available
in at least 63% of the listed setting's except to regular_public school
campuseS, of which only.28%'had an available ophthalmologist. Otologists and
orthopdists were also lesg frequently available to regularpublic school
progr thafi to any of the other four settings. Psychologists were
repor ed as being available in at least 82% of all settin , and theyiwere
avai able to all agency and university programs. Speech herapists were .

also/among the most.frequently mentioned available personnel, with at
leasit 93% of all settings except'separate public schOollampuses reporting
available-speech therapists.

9e;
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,TABLE

PERSONNEL AVAILABLE BY SEVIgG OF PROGRAM, . ..444i

atig

AS REPORTED.BY'ADMINISTRATORS

( i/

i

._

Jetting e
1

/ ,,

Reg. pub. Separate State
e

0 .

Agency ,lindverstty / school pub. school .school i

(h=16 (n=4) (n=29) (n=12) - (n =2.2)

% t..- '% ' % i' .Y.... %
,

/ .

diatrician 93.8 100.0 51.7
.
_ 75.0 90.9

Op halmalogist 62.5 75.0, 27.5 66.6 90.9
Ortho dist -75.0 75.0 ' 3/.4 « 50,0 86.4
Otologi. 56.3. 75 31.0 .50.0 I 168.2
Neurolog st 62.5 75.0 51.7 * 41.7 fr72.75-

Nurse 81:3 10 .0 N.,-.46.2 . 83.4 //95.4

/
.Psycholog'st 100.0 1 0.0 \89.7 -83.4 i 81.8

Diagnb
_

stic :n 62.5 5.0 37.9 . '50.0 I 72.7

Counselor 37.4 75.0 48.2 33.3 . 63.6

Vocational .

counselor ,50.0 '. 50.0 27.5 50.0 - . 63.6

Physical .
.

.

I

therapist 81.3 75.0 62.0 75.0 il, 86,4

Occupational F

therapist 75.0 75.0 51.7 66.7 4 59.1

- Volunteer 81.3- 50.0 55.1 83.4 . 40.9

Speech therapist 100.0 100.0 93.1 83.4 95.4

Audiologist 93.8 100.0 72.4 91.6 90.9 .

Educational

Principal 50. 50.0 72.4 '75.0
a3.4director 75. 75.0 79.3 77.3

/Personnel

C

Instructional
supervisor 56.3 50.0 -72.4 58.3 '68.2

Cul=riculum

specialist .3 75.0 65.5 75.0 546
Audio- visual

specialist 6.3 .

Teacher 160.0

Teacher's' aides 87.5
Libraria'n 37.4 i

Social worker. 81.3
Hodseparent 18.8

Other 6.3

75.0
100.0

75.0

50.0
100.0

-

..

'51.7 ° 58.3 54.6

96%6 100.0 100.0.

39.7 100.6' 90.9

4. 68.9 , 1 83.3 . 4 59.1

79.3 / 75.0 86.4

10.3 16'.7 88.4

20.6 33.a 45.4

.

Note:
..

r-Only the 5,settings with the largest number of espo dents were
used .

4,
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'Many programs reported usling paraprofessionals as a way of meeting fund-
ing conslAints in serving individual needs of children. Table '37 re-
presents the proportion of ,brofessionals to paraProfessionals in various
program settings.

. I ,

01.

TABLE 37 .

RATIOS OF PROFESSIONALS TO PARAPROFESSIONALS
BY SETTING OF PROGRAM

Setting I Ratio Professionsal/Paraprofessional

Agency (n=16)
University"(n=4)
Hospital (n=3)
Home (n=1)

Regiaar public school campis (n=30)
Separate public school campus (n=14)
State school (n=25)
Private day (n=2)
Homeboudd (n=3)
Private residential (n=2)
Other (n=2)

1::7
1:.4

1:1.2

1 :'.25,

1:.8
1:1.9
"1::9

1:1
1:2.4 .

1:.2

The lowes professionpa aproiessional ratio was that found in the home
program, Where there. were four $rofessionals, to one paraprofessional..
The ratios for (uency, u iver4sity, regular and publid school'campuseswand
private day school pro ams were also less than 1:r, indicating that
professionals outnumbe par'aprofessionals in each of these settings. The
highest ratio report was for private,res deritial programs (1:2.4);
followed by.that for state schools (1:1.9y. The ratios for t hospital
and homebound pro'gr ms,were both reported as r:1,or greater.

The role of volu eers.. Individualizati n with multiply handicapped
children often n cessitates a ratio of o ecchild to one teacher. Because
funding usually does 'not allow the hiri g Of an adult for every child,
volunteers can play an important Ole.

w

A varilety of inds of .volunteers were amed. se were parents, peer
tutors, fos er grandparents, high scho 1 students sixth graders, and
students f om special,education class- ; Tracticum students provided
another s rce'/of adults.

10
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Roles of volunteers ranged from total involvement _in teaching single
children or groups, to facilitatile involvement sugh as providing trans-
portation, to involvement such as fund raising.

Table 38 shows percenlages of progra s using volunteers in each of the
common ways listed, as found in progr ms funded by different sources.

IIABLE 38

USE OF VOLUNTEERS Y MAJOR SOURCE OF FUNDING,
AS REPORTED ON ADMINIST TIVE AND TEACHER QUESTIONNAIR7'

-4

i

'Activity

Source of Funding
/

Public Federal Private Tuitions Other
A T A 'T A T A T A .T

(n=2.9)(n=32) (n=41) (n=39) (n=4) (n=4) (n =1)/ (n =1) (n=7) (n=6)-

% '% -% % %
Individual
teaching

Therapy
Group work
Making.

materials
Other

55.2

13.8
17.2

13.8
34.5

43.8

6.3.

3.1

9.4

21.9

56.1

7.5
19.5

41.5

41:0

10.3

2.6

41.0

100.0
25.0
25.0

-

75.0

75.0 140.0
_ 1 _
- '100.0

-

25,b -

100.0

100.0

-

100.0

71.4

14.3

42.9
42.9

33.3

-
83.3

A=Admini4tra or; T=Teacher

ti

Volunteer were most frequently used, in all programs, fpr individual
teaching or "other" activities. They, were involved rather infrequently
in therapy of in making materials (except in, programs receiving the, majo,rity
of their funding from sources other than theones listed, where-43% of.the
administrators report thai volunteers make materials) The use of volun-
teers for group work varied according to whether-it was reported by adminis-
trative or teacher questionnaire respondents. For example, 17% of the
administrators frog publicly funded programs reported the use of volunteers
for group work, while only 3% ofteachers from the same prqgrams reported
using volunteers for this purpose. Similar lack of agreement occurrtd in
the federally funded programs.." Administratori invariably reported more .

involvement in every activity than did teachers.-

Ott;er kinds of close invo\lvement listed included use of volunteers in
tutoring, as therapy aideS, feeding aldeg, for,personal care, nursing,

C 101,

. 82 ,
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dormitory care, recreation; screening, testing assistance, and as subset
tute aides. With the physically handicapped, aides were said to be impor-
tant for moving children from place to place; with thZ blind, volunteers
were used as. readers. In.other programs, volunteers were used. in data
collection, fot parties, crafts, play, field trips, swimmingf and gym.
Others reported the use of volunteers in establishing contact with self-.
abusive or withdrawn children.

A different kind of involvement was noted in which volunteers facilitated
operation of the programi, but did not necessarily have contact with the
chi4Oren, In this category,were named money raising, doing clerical work,
receptionist, putting on shOws and assemblies, doing sewing and mending,
providing food services, operating the library, running errands,'putting
out a newsletter, doing remodeling, and in an advisory capacity. Volunteer
parents were reported, as doing parent-parent counseling, and a volunteer
parent was reported to be used as the volunteer director.

The role of parents and houseparents. Because parents ,and/or housarents
(i.., whoever cares for the child outside of the instructional Program)
cOnstitute an important part of the child's life, because multiply handi-
capped children often require more one-to-one teaching than can be provided
within the instructional system, and because what is being taught in the
instructional program is often an integral part of the living environment,
it Is essential that they be considered as part of the teaching "staff,"
whether it be on .a formal 'or informal basis.

(In addition to being important in terms of their interaction with the
chileina teaching capacity, parents must also be considered apart from
the child: Programming for parents foT their own sake, rather than for
the sake of the child, will ,be dealt iWth in Chapter IX.)

Involvement of parents and houseparents as resources for the child's
instructional program fellbasically into two levels, facilitative and-
integral. Facilitative involvement included being informed of decisions
and/or giving approval to decisions, being informed of goals, objectiVes
and activities, and being'invited_to'observe,the instructional program.
Integral involvement included, to a 'greater or lesser degree, being
inOolved in goal setting, planning and implementing, and acting as teachers.
Involvement, therefore, differed both ip areas in which the person was
inv.51ved and in, degree of involvement within those area's. Orie example
can be., found in rhe area of self-help; degree of involvement might ,extend
from being,award that self-help skills were an ,area of instruction, to (

knowing what was' occurring, to being asked to implement, to being the
total implementer.

Problems in involvement of parents and houseparents in the inructilonal
,

sequence genrally had to do with attitudinaLproblems such as lack of
concern, with inability to carry out programs because of lack of train-
ing, and with organizational constraints such as non-existence of struc-
tures for cooperation.

Recommendations.for using parents and houseparents as viable and essential
resources for the instructional program included (1.) including them on an

102
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equal basis with teachers a making and implementing decisions, (2) . having
,

regular staffings, .(3).using on-site practice to train them to use instruc-
tional techniques, (4) using eduCational pers.ohnel as houseparents, (5)
structuring channels for communication, (6) making them aware of the'im7
portance of their role, and (7) reorganizing the entiFe organizational
st.ructure.

J .

,

Location of Personnel

While having personnel availa4e is of course *a prerequisite to.using4hem,
many teachers reported that individualization of services could be en-
hanced by having ancillary personnel as close to the educ4tiollo/ program
as possible., That is, alternatives exist in the location in whN.,those
peisonnel who are ava9Eble actually implement their services, radUpg
from off-campus private offices to the child's classroom. This, is
peciall important for personnel whose techniques shoulcrpe carried over
into situations such as the therapy areas. The more' integration of per -,
sonnel, the more.tommunication and carryover take place,.and consequently
the more possiblefit is for each person working with the child to consis-f,
tently meet'the-child's needs in areas which may notbe witW his own'
area of expertise.

The team approach to the educational program,'Nhich often combines members
of different disciplines,was highly recommended by several respondents.
Teats which were reported varied considerably in composition, but a typical
example was a teacher, a physical therapist and a social worker. For an
infant-child program, an example named was a two,-member tqam, an educator
and a social worker, with capability for pulling other members in as needed.
An atypical example, froth a program implementedentirely.by volunteers,
was a team composOd of one teacher and five volunteers, one for each day
of the week, responiible for programminvfor one Child.

An advantage reported fcr departmentalization was the concentration of
expertise. That is, each person could deliver services to children in
on4e61areas of specialization.

.

Personnel and-Individualization

The current emphasis on individualization has evidently had its Mailef-
fects not on what actuary happens between adult and .child, but upon the
specificity with which it happen's, breadth.of responsibilities of per-

. sonnel, accountability, staffing patterns, and recognition of the need
for communication. ..-

Because programs must, at least more than in the past, account for each,
child's progress, personnel have had to develop new skills for setting
goals, programMing, record keeping and evaluating. New responsibilities
reported also included the training of paraprofessionals tcarry out

.

programs independently. Thus the teacher in many cases is becoming more of
a supervisand doing less direct teaching. Paraprofessionals are in
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turn becoming more involved in instruction and therapy, Because meeting
the needs of the multiply handicapped child requires the services of a
number of professions, comthu4cation bewteen personnel has become more
of an area of concern. In addition, personnel are beginning to extend
their communications to parents on-a mull more inclusive basis. Since
individualization demands meeting all of the needs of the child, many
personnel have,had to gain new expertise in areas such as recreation
and daily Jiving skills.

Thus, as individualization of services to meet the needs /of these popula-
tions has been extended by definition to include more than instruction,
so has the role of. ach person working with a child broadened to include
new skills and responsibilities.

Role changes take time, as does the orientation of programs and personnel
to the concept of total/ services. This circumstance, combined with other,
factors, such asnon-trained personnel, has resulted in a variety of pro-
blems, as reported by participating prograMs.

04

-One such problem was the unavailability of persons who have been trained
to work specifically with the population served by the program. Specific
problems named ere lack gf knowledge of the multiply handicapped, inade-
quate.trajming for handling a heterilgeneous population, and inadequate
training for teaching groups and /or individuals. In..general, the children
were reported to not fit the training; and 'vice versa. Another problem
related to unavailability was the reluctance of personnel to work on 'grant
funded projects, as the majority of d ?af -blind and many of the.multiply
handAapped projects are.

Another type of problem was related to personnel attitudes. For example,
several programs reported resistanoe to any compreheitIsive change. Another
problem was the tendency of personnel to agree to change, but not to im-
plement it. A more specific problem named was the pessimism expvessed
by medical personnel.about the children.

..

Problems listed for specific types of personnel were the fast turnover
'and non-training of paraprofessionals and the resulting inconsistent hand-

. ling of children, the conflicting responsibilities of personnel suoh as
houseparents and part-time personnel'(who are often unavailable for meet-

....

ings), pr'ofe'ssionals and volunteers Who don't expect enough of tile children,
and unavailability of substitutes.

4

The'area of communication was reported as being a major source of problems,
and .is of such ithportant that it will be. discussed in a later section. In

general., physical separation of personnel (for example between shifts, be-
tween teaching personnel and parents, between centers, and between teachers
and therapists) was listed as a major contributor to ,these problems. Timt
for communication concening,a specific child was also lidted as a major
problem.

Many alternative ways of resolving these .ptoblems were listed byepartici-
patingprograms. In the area of'availability of personnel, the most pre,

Irs,
1001;
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valent suggestion, as discussed in another section, was that personnel
work with the child Ina location as close to the classroom environment
as possible. Another was that ancillary personhel see the child on a
regularly scheduled basis. ,Full-time personnel were much ,preferred to
part-time, especially those with specialized training such as occupa-
tional,tnerapy. Having enough aides for teachers and therapists, and
having a volunteer coordinator, a home teacher, and a liaison person
between-administration and implementers,were furlher suggestions. A
fin 1 suggestion was that specialized personnel be available to parents
o regular,basis'

evera/ recommendations were made for the grouping of personnel. The
m st prevalent, as stated before, was for teaming. Within this category,
i was suggested that personnel bd grouped fcir compatibility, as well
a .for areas of expertise. It wad also suggested that teams. be regarded
as decision - making bodies, and be al9ost-totally esponsible for children

rnassigned to them. An alternative sU
es

ggestion was lace team responsi-
bility ultimately with one person. The second most prevalent recommenda-
tion was departmentalization, or grouping into departments covering areas
such as language development. Other suggestions were (1) to assign old
aides to new personnel, (2) to put organized aides with problem children,
and (3) to locate people with similar children close to eacn.other.

, In

general, the presence of more than one alternative grouping was felt to
bg imp.ortant. Alternatives listed for scheduling personnel were (1) to
schedule more during crucial hOurs, (2) to assign the best teachers to
the most difficult children, and i3) (probably in contradiction to #2) to
assign personnel to the kind of children tney'like.

Communication and individualization. In programs,serving multiply handi-
capped children, where the diversity of the child's problems necessitates
the involvement of more than one type of expertise, communication between
personnel is essential, and has effects for the child, the personnel, and
the program.

Good communication was reported to benefit the child in the following ways:
1. Carrybver of programming"
2. Gearing of program toward major needs,
3.' Bring together 4iveTse ideas,
4. Consistent reinforcement.
5: Consistent expectations

Benefits listed for personnel (and'indirectly for the child) were
1. Sharing of children possible
2. Teaming more effective.
3. Less duplication of service .

4. Less contradiction of information
5. More alternatives for planning
6. Sharing of expertise
7. General good feelings'
8. Constant problem solving

C,
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The pro ran also benefits from good systems of communication. These
benefits arise from:

1

1: Constant- Informal staffings,of Children, and
2. Supervisor input on an Ongoing basis. '

.

Many programs specified barriers to communication. A major barrier'
named was non-contact between personnel, both those personnel with he

14

same role, and thos ith different roles. Indirect communication was
named as another typ0of non-tontact. This included communication via
a third party, in writing, or by word of mouth. Physical barriers contri-
buting to non-Contact-were reported to exist in rural areas, and in
very spread out - programs. Territoriality vas listed as another barrier
to communication resulting from non-defined roles, and from autonomy of
areas, i.e., classroom and therapy. - .

4 .

Problems listed as due to administration were red tape, administrative-
authoritarianism, non-notification of new information; and dissemination
of too much detailed information:' Another administrative problem listed
was lack of time to meet and share.

Communication problems were also reported to result from personnel turn-
over and absenteeism, from differing ideas about goals and techniques,
and from inability to_use constructive criticism. 4\

Recommendations for alternatives to overcome these problems wet. also
listed. These consisted generally of suggestions for organizing the
structure of the program so that regular face-6-face,contacts occurred
between all per -sons working with or having input into the program for
any given child; establishing time, channels, and a specific schedule
for communications were suggestions inclucied in this area. Another sug-
gestion was to have support staff working directly in the classroom.
Another was that each'person working with a child should understand the
role and goals of the others.

Other suggestions emphasized the necessity for making communication hap-
pen, rather than assuming that it would. For example, one suggestion was
the provision of training in communication skills and in overcoming bar-
riers to communication.

. I

The team approach was suggested as a Way of insuring communication;
joint planning and close physical proximity, teams are more assured &f.71-,
communication Between members.

cZo ^

Finally, it was suggested that records be ke,pt of all meetings and dis-
seminated to all involved persons, and that all perse5nnel be assigned
definite roles.

Training and individualization.- Because individualization requires a
greater specificity of adult-child interaction, and in addition a great-
er breadth of responsibility, training of different kinds has been nec-
essary to better enable personnel to individualize. Training was re-
ported to 'have covered specific instructional approaches such as process
teaching, precision teaching or behavior modification, and more limited

101;
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areas such as task analysis; sequencing instruction, writing goalsand
objectives, and writing instructional plans. Assessment skills such as
behavoral observation, behavioral analysis and data collehtion were also
reported'as areas of traiing. Training was also providedjn curriculum
development and in using a specific curriculum. Areas related directly
to children constituted another training area; these included physical,
care of children, communication technique's such as sign language, and
therapies. _Child development was another such area.

Because individualizing programs for multiply handicapped children involves
many perSons, other areas of training were communication and human rela-
tions skills, both between personnel, between personnel and parents, and
between personnel and outsitsource persons. Other kinds of training
reported were the use'and training of volunteers, and finding resources.
Another area of training was in the use of learning centers.

Commuriiy Resources

Resources outside of a program can contribute to individualization in a
number of ways. They may provide information to the program, for example,
by helping to identify home problems, or by providing results of a formal
evaluation. Community resources may also provide equipment and/or ma-
terials, transportation for children, and liaison with the family. In

addition, they may provide support services such as money, medical ser-
vices, counseling, diagnoiis and evaluation services, or special services
such as mobility training. In general, they allow programs to offr a
wider range of services, and thu's to increase their number of alternatives.

Table 39 reports the percentages of' programs using a variety of kinds of
resources, according to program setting.

Other kinds of resources listed were day care, therapy, regional centers,
recreation departments, materials centers, charity hospitals, and Regional
Resource Centers.

The one home program, although it may have available resources, did not report
making use of any of them. Similarly, the two-hospital prograffis either do
not have available or donot make use of, mental health, civic, and respite
care services. The only settings which reported some use of all available
resources were the separate public school campus and state school prdgrams.
The majority of settings do not have respite care resources available, or
do not,make use of them. The majority of resources used included health
services (50 to 100 per cent of program except the home program) and wel-
fare services (48 to 100 per cent of programs except the home program).
Mental health resources were utilized by 23 to 50 per cent of all settings
except the home and hospital programs. Of the settings reportedly using
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TABLE 39

USE OF COMMUNITY RESOURCES 4Y SETTING OF PROGRAM

a
Setting

Agency (n=15) ,

University (n =4)

Hospital (n=2)
Home (n=1)

Regular public school
campus (n=27)

Separate public school
campus (n=13)

State school (n=21)
Private day (n=2)
Homebound (n=2)

Private residential
.(n =2)

Other (n=2)

Community Resources

Health
Mental
Health Welfare Civic

Respite
Care Other

66.7 26.7 73.3 33.3 13.3
100.0 25.0 100.0 50.0
50.0 - 50.0

- - -

59.3 33.3 48.1 25.9

61.5 23.1 53.8 15;4 15.4 7.7
71.4 28.6 52.4 33.3 23.8 4.8
50.0 50.0 50.0 50.0' -

100.0 50.0 100.0 - 100.0
,

100.0 50.0 50.0 50.0
50.0 50.0 50.0

civic services, from 15 to 50 Per cent of the respondents indicated such
utilization.

Responsibility for coordinating these .resources was reported to belong to
a variety of persons or teams, including the teaching team, a case coordi-
nator, an advocate, the living unit supervisor, an interagency council, or
an outside person such as a public health nurse or state field consultant.
In other 40es the responsibility belonged to the first agency contacted.
In some, it was not specified.

Different resources will assume different degrees of iniportance depending
upon what is available within any given program. Table 40 shows rankings
in order of importance, according to personnel available, of various kinds
of community resources.

/The resources considered to be the most important by a majority df respork-
Aents were the health resources. However, the respondenti who mentioned
"other" resources usually ranked them very highly. The private residen-
tial program respondent-ranked only health resources. No resources oither
than health or "other" received a rank of 1. from any program. Mental
health resources were most frequently reported as important (ranks 2 or 3)

Nr-
1 0

_
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1- -ftEAN' RANK-OF RESOURCES IN ORDER OF
. iMPORTANCE, BY SETTING OF PROGRAM

TABLE 40

Resources
.4.

t. :, Mental . Respite
4 Health' Health Welfare Civic. Care other. -.- Setting -- y rank y rank ,..'f rank ..,- fif rank f r-ank '1 rank

.Ageicy (n=b) . f 4 2 ',, 6 5 3 -...
'' University (i=3) "'1' 2 .3, 5 _4 -

Hospital (n=2) 1 -3 . 2 - 4 5 - -7...
Home 0=1) :. * 1 1 e 2 ' 3 . 4 5 4 -
Regular public school . . ..-

campus '0=25) . 1
.4..

3 ' 5 6` ' 2 ,r
..0

Separate public school
'campus4n=13.) .. 4 3 '5 6., . 1-
State school (n=17) ,.. 3 .4 5 ,6, 1

', Private day (n&2) 2 4 3 6 5 1 ....
. Homebound (n=1) 5; 1 ; 5 2' 4 .. 3 _,

'Private residential
(n=1) . 1 \''' :, - . -.

Other'(n= 1 3 2' , 5- 4

,.
(A blank indi,cates that the choice was, nurKAnked by that setting).

.2
i 4

by t)e university, hospital", home, ,state schoqi, and "other:: settings. The
only setting ranking'werfare services, which did not give a rank of 2 Or 3
was the state cschool setting.. (As many state sdtioo, programA are primarily
residential, this is to be expected). Civic,anerespite care resources
received 'low ranks krom almost every ,set.t.ing, indicating they they are con-
sidered less important or useful than other community resources.

-

mm
.4Problems reported with using community resources in individualizing pro-

grargs Zell into .everai. categories. First, some families were' not able to
affdrd the services espcially if they 'were middle income; others wouldn't
'follow' throqgh "on r.ferrald.; -Second, in some. cases, availability was limit-
ed by such factors as being in a,.;rural area: A third type of problem had
to do With red tape within both the program and the community resource, -

waiting lists, ex4lission criteria such as age or handicap, rand changes in
personnel and funding.. A fourth problem named twas',the lack of.coordination
lietweeq services, resulting in a series of disconnected short -term inter-
ventibns. by agencies which tight be very dicierent fin philosophy. 'Finally,
.,ghe lack of knowledge within the Program itself of what was available and
within the community resource of, what was needed by,the multiply handicapped,

,
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populations.interfered with\productive use of resources.

Suggestionsfor better use of these resources.formeeting children's
needs were primarily in the areas,of communication and coot-CH:nation.
Specifically, it was recommended that program personnel he-infprmed as to
what is available, and that a file of':seivices be kept. Another recom-
mendation was that resources be foufid which share a common phdlosophy
with the program., In addition,eit was recommended that services be culti-
vated through on-site observation and meetings, by including resources, in
'the-original planning of the program, by infoiming them as to 'what is
needed, by demonstrating for them how they can seKve kids, and-hy.locating
a specific contact person within'each resource.Recommendations for
coordination were to make resource people part of the educational team, to
establish an interagency council, to have a Written policy for coordina-
tion, to assign sPecific.responsibility for coordination of services for
one child0, and to create a role within .the program of child advocate.
Finally; it was recommended that pdrents'he educated as to what is avail-
able

.

able and howto use it.

' Summary

. ..

- . .

When the areas of placement, grouping,''Scheduling, eaffing and use of
communitY.,resquiotee are viewedas sources of alternatives which may be
selectively chosen on the basis of'the needs of one child, these' areas

'-- can become importent resources fo't. indiVidualiAing programs. While any
one program mey tend to view its own alternatives as the universe of
what may be available, the lists of alternatives presented in this chapter
indicate the wide variety of what may become available with awareness

, :and planning.
,- e

."°:'
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CHAPTER VII
A

111

THE INSTRUCTIONAL PROGRAM

Preceding sections of this report have dealt with individualization of total., services, and with the proceS.bes of defining, needs and setting goals within,an expanded definition of individualization. ,The present chapter focuses onthe area which is traditiohelly the only area considered in discussions ofindividualization, i.e., the central-instructional level of the program (seemodel, Chapter IV).
.

Although in reality the processes of appraisal, goal setting,
1

and arrangement..' of environmental variables cannot be separated from,instructt n, for thepurpose§ of this paperthay have been; preceding sections maybe regarded asa context within which the instructional program occurs. The linstructionalprogram may now be thought of asbeing-Camposed of methods of instructiobi.'end,behavior managenvt,'.curriculum,
materials,-and.equipment;,individualization. of instruction may be defined as decision making concerning the,. arrangement ofa/ternatives within these variables to meet individual needs. ,, .

-4* . e

Alternativesfor Curriculum

Curriculum is defined for the purposes of this report as the content of
instruction, as what is ,taught, rather than' hoy it is taught., Few teachers -

6hof multiply handicapped 'hildren would disagree that the curriculum for eachchild shduld cover specifit content alternatives selected to move the child.
, ,toward goals`stated-to meet his own Articular needs.. An individualized ,,

curriculum' serves to organize instruction into areas which are thought to be-
relevant for that child. It also serves as a comMuritcation tool between
perbonnel; andhence contributes to consistency and _common focuging of

1. effbrts.
. / -

. .

;,

-

.
,

... .There is, `however, some disagreement as to the form a 'curriculum should take./While many progrena advocatethe 'use of written and organized guides to-
instructional content, whether they "ke academic or developmental, otherstotally disagree, and'advocate deVeldping a curricillum.based solely upon thechild, developed individually for each child.

. .

The-use of curriculum guides (whether Published or unpulished) was reportedto contribute to individualization by providing a set of sequenced skills and

00.

92.



1

content, thus contributing to carryo-Ver of the child's program on a
longitudinal basis. Another advantage reported was that the presence of
a set curriculum released thinking 'time fo the teacher. A final was that
curriculum usually providedoa set of general goals, from which,specific

1 goa4 could be developed to meet the needs of each child.

jhe development of an individual curriculum for each child, on the other
hand, was reported to better meet the needs of the multiply handicapped'
'hild. Because few curricula are developed specifically for multiply
h nditapped populations, because the child's development is often out of
sequence, and because so many areas of expertise are needed to meet the.
complex needs of this type of child, advocates of this method reported
advantages fqr the child through basing the'curriculum directly on
appraisals done on the child.

The majority"of programs reported combinations of these two opposing points
of view, and used a curriculum guide (or several) as a basis for instructional
assessment and for setting goals; at the same time, they reported the need
to adapt most curricula to meet the needs of the population. Programs often
reported expanding set curricula to meet their own needs .by adding or subtract-
ing Levels, or by branching out of the sequence into another one.

Within the context of the definition of individualization presented in this
report, the curriculum area encompasses a set of alternatives.from which to
_choose what best fits the child and the situation, whether it be used as is.,
modified, or developed.

t
Appendix E presents a/list of curricula used bx participants in this project,
covering a variety of subjects and areas;designed for.diverse populations,.
some include goals and objectives't some hays activities; some combine appraisal
and planning areas, and some present'xask,analyses.. Most were reported as
having to be modified'in some way. The listing includes authors and addresses,
if available. As with the list of appraisal tools, the curricula on this list
vary according to t/heir fl)rMality, standardization, and whether or -not they
are published. No attempt has been made to judge their quality. This report
includes these curricula within the.framework of a state-of-the-art, pre:
senting alternatives: for decision-making.

Developing (or as ptilig) a curriculum for an individual child was reported to
follow a general sequence in each area of interest of assessment of entry level,
setting long-range objectives, task analysis, setting short range objectives,
sequencing,Objectives,'4nd specifying activities, Materials, equipment,.and .

type of teacher-child interactions. In order to do this effectively, certain
resources were reported'to be valuable; programs reported the use of a variety,
of such resources in' devgloping individual curricula. As would be expected,
these were similar to the resources used for setting goal's.. One such resource
was thlitera?Ure, which was reported to be used for .ideas on infant and
child development; activities, developmental scales, and descriptions of other
programs. Appraksal tools'from a variety of disciplines were also used, as
were exiating'curriculum guides. People were another important resource:
individuals listed were (1) specialists in different areas of development and
in task'analysis, and, especially, (2) teachers. Other'factors to be
considered included availability and teaching style of potential implementers
(teachers, parents,, aides, volunteers, and therapists).
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A variety of types of personnel were reported to be involved \in choosing and
develqping individual curricula. Table 41 (bows percentages f different'
individuals involved by the upper age limit of the program, a reported by
teachers.

TABLE 41

PERSONNEL INVOLVED IN CHOOSING OR DEVELOPING INDIVID AL
CURRICULA, BY UPPER AGE LIMIT.OF PROGRAM

..e Upper Age Limit
ears -9 ears 12 ears 15 ear 21 earsPersonnel

. n=2 -n=10 nr21 ,n=14 n=37Involved % 2 -"l ; % %,t
A

' A

.50.0
, .

Teacher
90.0 85.7 85.7 81.1.Parent - . 14.3 21.4 2.7Educational Director - / 40,0 19.1 14.3 29.7Psychologist

/ 10.0 4.8 14.3 2.7Therapist - - 9.5 7.1 18.9Other 50.0 40.0' 38.1 57.1 35.1

Other persons named were so ia4 service personnel, consultants i. such areas
as audiology, and the publ school teacher if the child were in egrated.In addition, several types of teams were named as being divelope s of individ:-ual curricula. These cons sted of teacher teams, plus teamecom Sed of .

teacher-aide, teacher- therapist, and teacher-consultant. In-addition, one--,program reported having a curriculum committee; members were not specified.

Teachers were reportedly always involved in choosing or developing curricula.
Parents were involved in approximately a fifth of the programs enrolling
students up to 15 years.of age. .An educational director-was'involved in
30 percent (30%) of the programs with an uppei age limit of 21 years, and
in 40 percent (40%) of the programs with an upper age limit of 9 years.

Problemswer'reported in using bottikinds of curricula (set or developed
4,individually). Setting priorities for curriculum areas and not FItvinginformation for areas other thaneducation were problems in using:both

kinds of turridula. In using curriculum guides: the guides themselves wereoften reported to be a problem. They were reported to be unrealistic in
expectations, to have tot much distance between steps, to be too narrow in
breadtti_of areas -covered, and to move too fast. The nature of the child was
also said to interfere-with the use of a sequenced curriculumguide;

someor the child characteristics named were low level (lower than the, guide),
, non sequential, development of skillt (forexample in being able to perform

higher order skills without having learned attending and imit'ating skills),

1. 1 ,`;
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diversity of functioning across a eas, and the wide range of needs within
one populatibn, or even within on small classrool. A different type of
problem reported in the use of c riculum guides was lack of knowledge
about, and access to, what is av ilable.

In developing an individual curr
the lack of assessment tools, th
curriculum, the lack of training
example, in the confusion of goa
whsich areas to set objectives fo
of experience in the whole field
a total reliance on the teacher'
wrong judgments.

Recommendations for use of curr
time developing; it's already b
one developed for the child."

culum, major problems were reported to be
lack of time and personnel to develop the

in curriculum development (iesulting, fox
s and activities), and not know-ix in
each child. Because of the general lack

of education of the multiply handicapped,
judgment was reported to result in many

culum alternatives ranged from "Don't waste
en done," to "Don't use any curriculum except

Because of the lack of assessme t tools, teacher experience, 'time, and
resources for developing individual curricula from scratch on each child,
and because ofc'the inadequacy of available curricula for the population,
it is suggesled that some comprOmise between the two positions is most
realistic. By 'defining Individualiiation as a process of decision making
based on the needs of a child and.upon envirnmental capabilities, both
apprbaches become viable. Thecavailability of a number of curriculum guides,
rather then just one, putt curriculum guides into the position of-providing
alternatives, rather than beini the alternative. If the alternatives fit,
then using them can save a great deal of time, and can provide guidance for
inexperienced personnel. If dreo not fit, then curricula must be

**
developed.' In either case', the, pkelovedure for choosing should be systematic,
and based on knowledge of both t.:64 child's needs and the environment's
capabilities.

o

Blindly following a pre -set curriculum guide or blindly developing an
individual curriculum seem to be equally poor choices. All alternatives
are viable ones for consideration.'

Alternatives for Instruction

While curriculum is delkd as content, instruction is defined as the process
used for presenting Content. .

Of the participating programs, 59% reported using a specific approach to
instruction, ranging from highly structured to highly unstructured approaches,
and including prescriptive and diagnostic teaching, precision teaching, be--
havior modification, process reaching, structured discovery, and"the unit
approach. These approaches varied considerably in philosophy, types of acti-
vities implied,,and roles of the,teacher and child; since much literature
exists on each approach, they will be but briefly defined here.
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Prescriptive Dia..Anogtic Teaching! Based on the pinpointing of specific
levels of behavior, usUally.incontent areas; teaching aimed directly
to those levels, with provision for feedback and change. May also mean
pinpointing bf strengths and weaknesses in learning modalities, and
teaching toward strengthenj.ng weak areas or using strong areas.
Precision Teaching: Based on a precise sequence of'pinpointing behavior,
setting objectives, specifying environmental conditions, teaching,
measuring, and. charting. May be focused'on content areas ar on behavior.
Behavior Modification: Based on principles of conditioning; similar
to precision teaching. USUally focuses on behavior rather than content
areas. Specifies small steps;reinforcers, and tile. INflep on specific
data as, a record of progress.
Process-Teaching: Emphasizes learning processes, works from dependence
to independence in each area of development. Environmental variat;les,
change iw function as child progre4Ses'from sensory or dotoy'learning
through the use of language to having independent ideas.
Discovery Approach: Based on philosophy that child will Seek appropriate
experiences if environmental conditions motivate him to search. Environ-
ment is arranged to promote discovery. Usually limited,to content areas.
Unit Approach: Uses units to help child generalize principles across
situations. Content to be learned becomes part of the unit.

Instruction may also vary in characteristics which are not necessarily tied
to any specific approach. These include the medium through wh)ech instruction
occurs (materials, equipment), who presents the instruction (tbacher, parent,
aide), time spent in instruction, and whether or not the instruction is on
an individual basis, in a small group, or in a large group.

Advantages named for having a specific instructional approach were that it
('1) forces more specific planning and cohesion, (2) makes implementation
consistent with individual goals and. management techniques, and (3) helps
teachers evaluate their mthods.,

As in the case of curricula, it would seem that the presence of some '
Spedific approach and philosophy in the area of instruction would both
promote systematt:G;thinking and help insure consistency. In addition, it
could help to praidte comparable record keeping for purposes of evaluation.
However, it would aiSO seem that the same.approach would not necessarily meet
all of the needs of_any Child, or,of 411 children. Ideally, then, instruc-
tional variables and procedures should also be regarded as a set of alternatives
from which to.choope, given the needs of the Child in any particular instance.
This dilemma Can only be solved by each program; the solution must be based
on such considerat1ons as teacher capabi1lities, presence of resources,need
for, consistency between teachers, and general levels of the population served.

Alternatives for Behavior Management

While with some children behavior management is actually the focus of
curriculum and instruction,, for other children it becomes a peripheral
variable which must be considered to ensure smooth instruction in other areas.
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Several programs reported specific approaches to behavior management.
Those named were behavior modification, contingency management, reality
therapy; play therapy, and psychotherapy. Other programs mentioned com-
binations of these. In general, most programs reported relying on common

'-sense ih their approach to behavior management.

Different individuals may be involved.in choosing alternativps for behavior
management for a particular child. While this is often done by each person
individually, within his own area of contact with the child, it may also be
done on .a group basis, either at a teacher level or across levels including
persondel such as supervisors or administrators.

Table 42 shows percentage of participation of different individuals in
making behavior management decisions.

TABLE 42

INDIVIDUALS INVOLVED IN BEHAVIO MANAGEMENT DECISIONS,
BY UPPER AGE LIMIT OF ,I.IOGRAM

Upper Age Limit , .

Persons !

InvolVed. 1

5 years 9 years 12 years 15 years 21 years
n=2 n=10 n=21 n=14 n=37
% .%

I 't
Parent; :50.0 70,:. - - 14.3 A 14.3 8.1
Psychdla*st 20.0 ,.28.6 7.1 24.3
Teacher " 80.0 ' 81.0 57:1 62.2
Supenalor r 20.0 4.8 - 18.9
Programidirector 4.8 7.1 5.4
Other a, 50.0 20.0 23.8 64.3 7.8

1

Other individuals led were teacher aides, social workers, resource teachers,
therapist4, consultants

, psychotherapists, 4 physicians. The administrator
was said .41 be involved in cases where negative consequences were being
considered, :..

Teachers were reportedly more frequently involved in behavior management f

decisions than were other personnel. At least 57% of all programs (except
those with ap upper age limit of 5 years) reported teacher involvement. In
general, the older the students the progrAmanrolled, the greater the number
of different types of personnel involved. (It must be kept in mind that
there were substantially more respondents from ,these programs, so that the
chances of all personnel listed being mentioned.at least once were greater).
Psychologists were reported to have-input into behavior management decisions
in 20% of prOrams whose upper age limit was 9 years, 29% of those whose
limit was 12,,,and 24% of those whose limit was 21. They were reportedly
involved in only 7% of the programs with an upper age limit of 21.
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Participating Agrams made a number of suggestions for planning individual-
ised behavior;p0a.gement techniques. The sdggestibns.made most often were to
base technique Ogsions upon direct consideration of each child's behavioral
patterns and the gpironmental contingencies surrounding them, and to reassess
regularly. Diff4aft techniques presuppose different. child cap bilities
and desires, and akfiniques must therefore be individually planned. An obvious
example is that th'-dhild must be able to communicate on an image level...for
reality therapy to e viable.

Planning suggestiois also included (1) building behavior Management into the
total program, (2) precise determination of what behavior is desired, (3) ;'.1
using consultants oft 'a;regular-basis.

A *
V

A variety of methods *were reported for insuring the-implementation of
behavior managementacisions for individual children. One important
consideration reported was communication to all involved persons. Methods
reported for communication weres(f) involvement of all implementers
(includ g parents and houseparenta) in deciding on methodology, (2)
dissemin ring written decisions, -(3) putting signs up on the walls giving
procedur s for reaction to each child's behavior,(4) having regular

- disCussi ns between implementers, (5) setting up system of notesending
between mplementers, (6) disseminating staffing-notes on a regular basis,
(7) writ ng guidelines in understandable language, and (8) using clipboards
hung up n handy'places.,

A second important consideration-reported for insuring implementation was
some system of recording progress or change in behavior. Several methods
were mentioned, including daily charting, pro'gr'ess reports, regular
observation, record keeping by all implementers, and regular evaluation of
methods. A third kind of approach for insuring implementation might be called
"administrative management", and involved (1) building behavior management
into the program proposal, (2) using written contracts between persons
involved, in which all agree to the methods decided upon, -(3) supervision
of implementation, ,(4) support of methods:by administration, and (5) having

'. 'a child advocate responsible for consistent implementation by all individuals
involved.

In addition, suggestions, for implementation included (1) arranging the
environment to make occurrences of the behavior and,consequenoWs very
clear to the child, (2) using practicum situations to train implementers
to use techniques employed, (3) limiting the number of persons responsible
for implementing the techniques with' the child, and (4) using record
keeping as a source of reinforcement for both child and implementers.

Thus, as in other areas of`the instructional program, any feasible method
should be regarded as an alternative for action.

Alternatives: Materl.als and Equipment

Given the definition of individualization as a decision-making process,
environmental variables fall into areas or categories from which alternatives
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may be drawn td meet individual needs and characteristics of individual
children. Thus, while in, some definitions of individualization the
presence of certain kinds of materials` (self-paced) and equipment (in-
dependently operated by the child) constitute the essence of the de-
finition, in the present report they become another source of choices for
designing a learning environment for each child.

Participants reported that materials and'equipMent contributed to their
ability to individualize in a number of ways. Choices in these areas
were reported to be' based dlon criteria such .as motivational factors,
physical needs, preht developmental levels, the concept or 'skill being
taught and relevance to independent living skills, alli9 to be based on
input from parents, appraisers, therapists, and supervisors. Judicious
matching of child, equipment and materials ca ri both facilitate the child's
ability to function independently and can extend the time that a child
may spend interacting with a one -to -one leading environment.

With multiply handicaPpe'd children, the choosing of'materials and equip-
ment to contribute to functional independence goes beyond the concept of
instructional sequences to materials and equipment which are designed to
".normalize" the child. Minimization of the handicap and strengthening
of other areas are essential considerations in the arrangement of each
individual child's environment. For example, individualizing an environment
fora child who f8 deaf and physically handicapped might include the choice
of equipment for amplification of sounds and of a trampoline for strength-
ening gross motor capabilities. With these children, the handicaps become .

major criteria for choice, both as they affect the more traditional areas
of instruction (e.g., reading) and as they themselves become focuses of
the educational program (e.g., learning to use functional hearing).

A great variety of materials and equipment were reported to be valuable
for individualizing programs. Appendix F presents these alternatives in
the` categories under which they were reported; many could obviously be
just as easily placed in others. The boundaries should therefore not be .

seen as rigid. As is the case in the appendices covering appraisal tools
and curricula, the purpose of the present tables is to expand knowledge
of alternatives as they have been reported by participating programs.

A number of problems were reported in both using4and choosing materials
and equipment. Problems named in connection with using materials and equip-
ment included, first, their presence: either,,too few (resulting from lack
of money), too many (resulting in storage,problems), or not having them.
when needed (because of having to schedule and share). A second problem
"area waa'ehe condition of the materials and equipment; this covered (1)
problems in getting repairs, and (2) inappropriateness for specific chil-
dren. ,For example, low level materials were repOrted to not be durable
enough for older children functioning at lower levels. Another example
was inappropriate size of the furniture in relation to size of the child.
Independent use of equipment and materials by-the child presented a third
problem area. Teaching a multiply handicapped child to use materials and
equipment independently was reported to take a great deal of time. In
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addition, materials were reported many times to not be suitable for
dependent use because of the medium of which they were made (e.g., many
children eat cardboard). A fourth type of problem reported with using
materials and equipment was the non-adaptability of many of them. In
addition, inflexible use was,reported to create situations in which
materials and. equipment controlled, rather than contributed to, the edu-
cational program.

Problems named in.connection wi,th choosing materials and equipment were
primarily in the area of inappropriateness of available choicesfor the
multiply handicapped poiTulation being served. Specific probleins nioutioned were
(1) not lOw enAgh in leiYel, (2) move too fast, (3) not usable independent-
-1y, (4) misrepresentative advertising, (5). few choices designed specificallY
for the population, (e.g., the great variety of needs, or the unresponsive-
ness of many of the childre and (6) not being able to try things out

4 before buying them. As f _result, materials and equipment often reportedly
had to- be completely modified or constructed, resulting in'a loss of time.
Another type of problem had to do with constraints Imposed by lack of
money, and by time lags between ordering and reneiving materials and equip-
ment. s

Many, recommendations were made for using and choosing a variety of appropriate
kinds of materials and equipment for meeting individual needs. Recommenda-
tions for use included (1) setting up a central-media center with schedules.
for use of materials and equipment in order to insure equal sharing, (2)
individually loaning out what is not currently being used, (3) making
materials and equipment available to parents and/or houseparents, (4)
using "real - life'. materials and equipment, (5).'usfi;i the same resources
in a variety of ways, (6) matching the materials and equipment to identified
needs and objectives, and (7) having inservice on alternate ways of using
what is available.

Additional recommendations were made for choosing materials and equipment
'for individual children or for the program. These recommendations may be
stated as a series.of questions to be asked in the process of selecting,..,-
an appropriate variety of resources of this kind.

1. Does it fit the age, size, developmental level,.and handicap
} of the child or population?

2. Is it flexible enough to be adapted.to individual needs within
the parameters seated above?

3. Can it be .used in a variety of ways?
4. Is there anything else that covers the same variety and has

other advantages ?'
5. Does it fit the tasks required by the program?
6. Is it real in the context of the child's natural environment?
7. Can it be easily used by children and/or adults?
8. Is it useful for a variety of children?
9. Can it be made more appropriate for the population if it is

constructed rather than bought?
10. Can a community resource (shop class, retired carpenter) be

Used to build it?
11. Is there any other way to get it than throUgh program funds?

1 1 tc;
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12. Is it durable?
.13. Can it be easily moved?
14. Can it be stored?

In general, then; participant responses indicated that materials and
equipment could either become a source of frustration, or they could be
used-as an important resource for individualizing. A careful analysis of
how they will fit the needs of the populationi, before buying, will assure
tha they will constitute such a resource.

Summary: Individualizing the Instructional Program

Within tlie context of the definition of Individualization as a decision
, making process, th% primary areas of the instructional program, i.e.,
curriculum, instruction, behavior management, materials and equipment,
become areas which may provide a variety of choices from which to cho6S-e

,-** alternatives in matching needs of the child and capabilities ofrthe pro
gram in meettng,the goals of instruction. Individualized instruction
would- then be that which combines the most appropriate alternatives from
each area into a coordinated effort and which is flexible Onough to assure
the changing of'"..alternatives as, neceesary, as the child moves toward his.
goal.

ft
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CHAPTER VIII

THE 7tITTEN PLAN

The original impetus b4hind the research upon which this report is based
was the presence of a requirement, attached to federal funding through
Title VI-C,,that there be in existence a written plan for each child
being served through these funds. Since the purpose of such-a plan is
batically to insure individualized services, the majority of this report
has dealt directly with individualization. The purpose of the present
chapter will be to examine the role of the written plan in individualiza7
tion, its purpose, its form and'its content, both as reported directly
by participants, as drawn from samples of plans which were received
from participants, and as the synthesis,of these responses from individual
programs combined into a general conceptualization.

The Plan asUsed by Participants

As reported by partidipints, a written plan contributes to individualize-
tionjn several ways. As a pinpointer of information, it explicitly
articulates needs and goals. As an organizer of information', it draws
together expectations and information on the Child as a total entity. As

-an organizer of process, it guides the 'actions of implementers by specify-
ing steps to goals and giving instructions for implementation. Finally,
it can.provide a basis for Quality control. It forces the implementer to
look at the child as an individual, and helps to assure that services are
related to need:. It provides a means of communication between personnel,
and provides, implementation details for persqns such as volunteers and
paraprofessionals. It serves as a batis for evaluating child progress,
teachfng strategies and materials,,and the program.VNinety-one percent
(91%) of the participating programs reported having some kind of written
plan for 75 to 100% of the enrolled students. For some programs; this.was
a change from previous years. Others reported always having had individual
RJans. In those programs with plans, however, some changes were reported
to have occurred as a result of the national emphasis on individualization.
These changes were in the form of (1) the presence of.plans, i.e., for 100%
rather than fol- some of the children, including students evaluated by the
program as well as those actually in the program; (2) more frequent updating;
(3) 'areas covered (usually an expansion to cover such areas as goals and
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objectives); (4) more specific and detailed writing, and .(5) who was in-
volvel in the writing (resulting from the growth of the team approach and
role changes within programs).

The time range reported for written plans varied considerably. Table 43
shows percentages of programs having written plans in "each of the time
categories shown. Some programs reported variable rangts,of time. 4

TABLE 43

PERCENTAGES OF PROGRAMS REPORTING DIFFERENT
TIME RANGES FOR PLANS, BY SETTING OF PROGRAM

Setting . Time Range
(1 mo. >1-6 mo. >6 -12 mo. year

Agency., (n411)

University (n=3)
-

-

63.6
'66.7

9.1
.

36.4

66.7
Hospital (n=2) 50.0 50.9
Regular public school,
campus (n=16) 62;5 6.3 6.3 50.0'

Separate public school
campus (n210)

,

50.0 36.0 `30.0
State school
.(n=14) _ 28.6' 50.0 50.0
Private,day (n=2) 100.0 50.0
Homebound i(-1=1) 10(40-

Private residential
*(n=2) 50.0 -50.0

,
Only 3 setting's reported a majority of plans with a time range of one month
or,less: regular and separate public school campuses, and private day
schools. The majority of all plans had time ranges of 1 to 6-months or
cne year or more. Regular public school programs were the only ones which

(reported plansfor every time range listed.

Other time variations named included (1) five year placement plans plus short
term plans, (2) daily plans, and (3) life,plans. In addition, several
programs mentioned that they had a variety of time ranges, depending upon
the child and/or the skill being taught. Any one child, for example, might
have a separate plan for each skill area, with a different time range for
each. In addition, time range seemed to be a fu.tion of what the informa-
tion was to be used for, and sometimes of who was responsible for writing
the plan.
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`Responsibility forfoi-mulating the written plan also varie d:. In some
progi-ams, appraisal teams were responsible.' When rhis,cfcurred; the

,appraisal report and the written plan wee pften,the same document.
Other,persopel named as responsible for- the written plans were-admin-
istrator, social worker, outside agency, curriculum specialtst, psycholo7
gist, diagnostician, instructtbnal supervisor, therapist, teae0r, and .

team. The kinds of teams reported included (1) teacher -aide, (23 teacher-
teacher (especially in departmentalized programs), (3) teacher - therapist, _

(4) teacher-psychol7int,.(5) parent-speech therapist and (6) nurse-aide.

Writing plans was reported to necessitate certain-kinds of information

which might or might not be regarded as essential input. These included
personal' history information -such as the nature and etiology of the,im-
pairment,medications, medical restrictions, past, educational interven-
tions, family hiitort'y, parent interest and ability, and educational level
of parents. In addition, information from appraisals was regarded as
essential.

What is finally included in the actual written plan also varies con-
siderably. As reported by participants, these components m4y, generally
be-divide-6 intt iliStorj items, appraisal information, content'areas,

and process areas. 'Hisory items may include any or all of those regarded
as essential for writing the plan including family, medical, and educe-,
-tiona .information. Educational 'story items reported as included were
workaabits,functional academic evels, and past intervention. Appraisal
informatiOn may be in the form of test results, the appraisal report, a
summary of results, or/implications of results.

Coh nt areas reported included developmental
well.as'fine arxs, vocational, 'pre-vocational,
Within the area of ,developmental content, the
as being included.in the child's'plan:

Affective Area: attending,'self-coptrol,
Psychomotor Area: phytical health, gioss
ceptual, sensory, sensory-motor

Cogni-tive: receptive language, expressive language, thinking skills
toileting, dressing, feeding, hygiene, mobility

'Academic areas mentioned inolUded all of those found in the normal academic,0

and pre-academic school cutc-iculdm as well as specialized skills such as

Process areas mentioned included either one or any number of the following:

and/or academic areas, as
and recreational areas.

following items were named

self-awareness, maturity
motor, fine motor, per-

,goals, objeatives;priprities,criterion performaftces, generalization per
...

.

formances, time- lines, activitls, scheduling, grouping, instructions to
. ,

implementer,.curriulum, task analysis, methdd of instruction, reinforcers
-and reinforcement schedule.evaluatioh criteria, VSid behavior management

° irlStrUCt109p. It t
. 1 ..1 ,

0 .
'e.

i In additi rs: developmenta and academic areas, many non - instructional
.

- areas were mentioned as being included in each child's ;For.For exaMple-,
goals, objectives, methods, and'all of the other gubcategories,of an

.
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instructional plan might also be written for the medical, therapy, dietary,
recreational; and family services to be deliVered to his particular child
and family.

6

The plan,_then, as reported by participants, might include part or all of
the possible content named above, and might address itself to any one or
all of several service areas: As a result, the term "written plan" can-
be taken to mean many things. For example, in a curriculum based, educe-
"tionally oriented program it might include some identification of the
level_of the_ curriculum which the child is on, activities, and evaluation
criteria. In a medically oriented program it might,include medical and
therapeutic goals, assignment of responsibility for achieving these goals,
ansl time lines for each. The possibilities for combinations are numerous.

Problems named in connection with the plan were in the areas of formulation
and use. -Problems in formulating plans resulted from an over or under-
estimation of the child' abilities, difficulty in knowing. which goals
were most important for which children, not being able to set group goals
and individual child g als for the same activity, and not knowing what the
federal guidelines entail,. Problems With using plans had generally to do
with lack of personnel, time, equipment and materials. lknother was the
time required to keep data. A third-was classroom management,
arranging children to make individual'sessions possible.

Recommendations for, formulating plans were .(1) having input from many per-
sons, including all who would impletent any part of.a.plan, 'r(2) including
written instructions for use,by paraprofessionals and volunteers, (3)
regularly "re-examining the Plans, and (4) using short time-lines. .Recom-
menAtions for implementing plans were generaalYdn terms of having enough
personnel, time, equipment, and materials.' Other.recommendatiops in-

4.)
'assignment

(1) careful data taking, (2)short7term reassessment of plans, (3)

"Assignment of responsibilities within the plan, (4) constant communication
between individuals implementing plans with the child, and (5) grouping of
children accotding to,individual goals.

A Definition of the Plan

The individually written plan, as it emerges from the variety, of contents
and forms listed above, covers such a wide array of possibilities that
very little is communicated by the term 'written plan" except the concept
of services to meet a child's needs. ,Since the Implementation of'this
concept is possible without the presence of a written,plan, what unique
contribution does a written plan make to individualization?

.

In drder,to answer this question, it is necessary to re-examine thede alter-
natives for'coMmon categories and generalizations which seem to apply across
programs and across services. What emerges from such an examination is that
What is Fdtlua'ed in m y written plan is at least in part dependent upon who
writes the plan, and whose actions the plan is meant to guide.

4
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In general,' the term "Written-plan" covers basically three levels of
.plans, which may or may not be present within the same program. These
may be termed (1) the total service'plan,'(2) the individual service
plan, and (3) the implementation plan.. These, levels basically differ
in terms'of the comprehensiveness of areas covered, time range, use,
and form. While the boundaries between these levels may be some4at
artificial, and while the levels are many times combined, it is atso
true that a plan at one of these levels does'. not meet needs at all levels.
It appears that programs often confuse these levels and use plans formu-
lated at one level for the purposes of another, resulting ih-dissatisfac-
tion and in perceptions of the written plan as less than useful.

The total service plan covers all of the services which the program may
offer to a child. Usually, this plan is fong-range, and establishes
goals for each of the service areas. Depending upon the program, it
may include diagnostic, medical, family, social, therapeutic, psychologi-
cal; and/or monetary services. 'Because it covers all service areas, it
is based upon input from appraisals in all areas. It may assign respon-
sibility for each area to a specific individual or department. The total
service plan is usually an administrative function, and usually is kept.
in an administrative file. It is this plan which becomes the basis, for

total reassessment and the review of servoices.

The individual service plan is that which is-written for the' child by each
individual service area. Thus, for each child, there may be individual
service plans covering any or all of eachlof the service areas. For
example, there may be a medical plan, an/educational plan, and a physical
therapy plan. These plans are formulated on the level of the individual
service area, and are meant to guide the actions of personnel serving
the child in that area. Input into this level of planning would be
primarily from,a comparable area.of appraisal, although other areas would
be considered as context. The plan at this level might be shbiter term.
than the total service plans, and'Would include more specific guidelines
for implementation.

Depending upon the.primary orientation of the particular program, only one
'really comprehensive plan in one area might be formulated. If the program
is therapeutically oriented, for example, there might be a comprehensive
written plan for therapy services, and littlewritten for other areas.
An educationally oriented "program, as most of the programs for deaf-blind
and multiply handicapped children seem to'be, would have a written educa-
tional plan. This'plan might 'include goals and objectives for a time
range of six months or a year (taken from those stated in the educ8tional
area on the total services plan), medical and appraisal information rele-
vant to education, a general instructional sequence for each Of the goals
and objectives, and criterion performance for each.

The third level at which a plan is written is the implementation level.
Usually formuAted by the individual implementer or teem bff implementers,
the purpose of this plan is to guide day to day interactions with the child.
It usually includes short-term objectives plus specific recommendations for
meeting these objectives. In the instructional area, for example, the plan-

,
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might include objectives, activities, materials, equipment, guidelines
"tbr instructrbn,and grouping and scheduling information. It might-also
include criterion performance for individual. objectives and-some system
of data takihg.

Thus, while certain program variations such. as size and staffing patterns
may cause variations infOrms of written plant, in general they seem to
fall into one of threelevels, and to be_potentially helpful in guiding
actions on these same levels. If a definition of 'written plan" may apply
to any or all of the levels, it becomes necessary tO define the plan in
s i,such a way that it may cover any or all of these-possibilities.

Based on the definition of individualization as a decisitm'making,procesS,
and on the wide array of possible alternatives on which to base decisions
at every step of the process, the written plan may. now be defined as a
tool for gathering from these alternatives those which best meet the needs
of the child, and for combining and arranging these alternativeS in such
a way as toguide and focus the thoughts and actions of those who'are,
planning and implementing services, at whatever-level they may occur.

Thus, the presence of a plan does not mean that individualization exists.
It'does mean that, because alternatives have been arranged in a wgy that
meets the identified needs of the child,' individualization is now possible.
The written plan, then, is a tool Tor facilitation of individualization.

The plan, as a basis for evaluation, als becomes the basis for insuring
that individualization is occurring. In the conceptualization of the
written plan as a possible,sequencd of plans, with each level an elabora-
thion of a subsection of the one above, evaluation at each level, across
all implementers and areas, may feed into the level above. Thus, an
evaluation. of total services may be by means of data from each service,

to
area, while service area data, may be based on individual implementation

---

plans.
0

The written plan may thus become a tool for organizing total services, for
implementing these services, and for assuring that services are meeting
the needs of the child.

Samples of written plans which were received from participants in the study
are included in Appendix G. Because original sources for some of these
are unknown, no references have been given. Most of these plans are at the
instructional level,;although"a few include other services. These samples
Should be regarded as sources of ideat for formulating the actual format
and content of plans.

12

107



CHAPTER IX

PARENTS: PROCESS AND ALTERNATIVES

Child vs. Parent Oriented Participation

Chapter VI explored the alternatives named by participating programs for in-
volvement of parents as facilitators or implementers of the educational
program. A,distinction was made between involvement for the sake of the
child's educational program and involvement primarily for the parent's
sake. While Chapter VI dealt with the former topic, the present chapter
will address the latter. Within the first category fall all kinds of in-
volvement in which the, parent acts in the capacity of controller of the
child's home living environment, or of any other part of the instructional
environment. Because the educational program for a multiply handicapped
child usually, includes a preponderance of home living skills, the controller
of the home ,environment assumes importance as an intervener in the education
of the child, whether or not this intervention is planned for. This source

-of intervention' is.of such central importance to the edudation of the
multiply handicapped child that in the model of individualized services
found in Chapter IV, it has been placed on a level adjacent to the central
instructional program. (In some programs, of course, this level may become
a part of the instrucii%nal level, rather than being separate but adjacent,
as when the parent or other primary controller of the living environment is
used as the major implementer of the'child's program. In.the same way, the 7

other level adjacent to instruction, i.e., therapy, may in some programs
become part of the instructional program.) The second category, parental
involvement for the sake of the parent, is found on the model at a level
further removed from the instructional level. Although the child's educa-
tional program will be affected by what happens to the parent, the purpose-76r
programming at this level is directed at the parent's needs.

-

A fine distinction betkeen the two categories is, of course, not posiible.
The division is being made here for the purposes of examining alternatives
for parental involvement which are often left untouched or are dealt with
only on a cursory basis.

An examination of responses to several questions asked of participating
programs will show that parental involvement is primarily, based on criteria
which'result either from consideration of the child's needs, or from policy
statements at the national, state, regional, district, or program level.
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For example, criteria named for deciding upon the amount and kinds of
involvement of parents were child characteristics (e.g., need'for soon-

sistency), parent characteristics (stability, ability to follow through),
educational program characteristics (help needed in carryover), and
policy (requited number of home visits, requited parent approval of
placement). Othef criteria named were characieristics on which to, base
decisions not to involve the parent; for example, parental involvement was
ruled out if it would adversely affect the child. In addition,' kinds of
,involvement named as being essential were (1) parent involvement in set-
ting goals, (2) observation in the classroom, (3) knowing what the teacher
is doing with the child, (4) teaching the child, (5) attending inservice
sessions, and (6) attending parent-teacher conferences. In contrast to
these guidelines for involvement, which seem to fit the category of in-
volvement for the,child's sake,, others were oriented more toward the
parent. For example, a criterion mentioned for parental involvement
which focused on parents' needs was "ability to profit."

Because the presence of a°Multiply handicapped child in a family can
create multiple disturbances in family interactions, and because such
disturbdnces may result in family coping strategiesWhich do not benefit
the child or the family, at becomes necessary for intervention to occur
with a family as a unit rather than with a child in isolation. Because
intervention may bring about changes in the reciprocal interactions within
a famip, programs for multiply handicapped children therefore have the
important responsibility of intervening with both the child and the
f ily.

4

"

Thu , given the definition of individualization as a decision making
proc ss which utilizes all relevant alternatives or creates new ones, it
beco s the program's responsibility to consider the child's family as
a source of extremely important alternatives, and to intervene at the
parent level, if necessary, in order to create viable alternatives for
-the child. This statement is based on the assumption that a parent who
is disturbed by the presence of a severely handicapped child, and who has
developed coping strategies to ease this disturbance, may not be in'a
position tolJoake changes injinteraction patterns which will meet the
changing demands of a child who is the recipient of an intervention pro-
gram. Parents may first need to make changes in themselyes, Thus, the
need arises to intervene with parents as individuals, rather than only
as sources of influence on the child's education.

In summary, any given program may include child based and /or parent based
parental involvement. In either case the degree of involvement may range
'from facilitative to-itotal involvement.. While in most programs, kinds
of involvement named were child centered and facilitative, others des-
cribed involvement which was parent centered, at either the facilitative
or total involvement level. The remainder of this chapter will be direc-
ted toward describing'alternatives named by participants'which fell into
the category of parent-centered,involvement.
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Parent-Oriented Programming

Programming for parents, as for children, offers alternatives which may
differ in purpose, time involved, and methodology used. Given a certain
set of alternatives for parent programming, programs may differ in the
process of planning involvement for a particular parent. Thus, involve-
ment may be totally required, totally optional, based on an appraisal
of parent needs, or any combination of these. While totally required
dr totally optional participation in alternatives designed for their use
may meet some needs of some parents, it does 'not assure that parents will
develop the kind of attitudes ancOskills which they need to provide
adequate Parenting for a multiply handicapped child. Parents are as
heterogeneous in their needs as their children are, varying for example
from non-interested to overzealous, from drop-out to college graduate,
from fearful to aggressive.

In meeting these needs, several programs mentioned the possibility of
.

individualized programming for parents. The model in Chapter IV offers
a way of thinking through the process, the same kind of decision making
process used in delivering individualized services to children. The
circular process of diagnosis -...evaluation.- referral - placement way
thus involve an appraisal of patent needs as Well as of child needs. (If

no needs were apparent, then it would not be necessary to enter the goal
setting stage at the second level of family involvement; only the family
as an intervener with the child would be codbidered). Goal setting, plan-
ning, implementing, and evaluating would .thus follow the same sequence as
for the child; resulting individualized programs for patents might thus
be totally different, or might overlap considerably, depending upon the,
particular identified needs of the parents.

At each step of this process, as for children, different alternatives may
be available. It should be pointed out that While these same alternatives
may be available without the presence of theprobess, they may not neces-
sarily meet pn individual parent's needs.

Identifying Parent Needs

Parent needs may be identified in one or all of several ways, including the
use of interviews as well as subjective and objective appraisals similaf
to those used with ahildren. To the extent that a parent is aware of his
own needs, he may choose a "curriculum" to fit. In addition, tests or
structured observation can be used*to identify deficit areas such as un-
reasonable expectations, personality crises, or inadequate knowledge of
the implications of the'child's handicapping condition.

Stating Goals

Parental goals formulated for,the sake of the parent fall primarily into
three categories, i.e., knowledge, skills, and affect. Knowledge goals
mentioned by participating programs were (1) to enable the parent to become
educated consumers of programs, services and materials, (2) to enable the

12
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handicap, (3) to help the parent to understand tie effects tha a handl-

parent to understand the special needs caused byyhis child's

capped child may have on a family, (4) to help the family develop aware-
ness of the presence of, and procedures for, obtaining such special services

.' as medical or welfare, and (5) to help the parent develop know edge of
channels for advocating for further services.

Goals in the skill area, while focused on the parent as a teacher, are
also focused on the parent as'a parent. That is, coping skill may have
'many beneficial effects for parents as well as children. Skilla. areas

mentioned as area's ofgoal_setting were (1) observation skillsi, (2) pro-
gram planning skills, and (3) implementing skills.

The majority of goals named for parents fell into the affective area.
These were (1) assurance of capability as a parent, (2) understanding of
feelings toward the child, (3) optimism about ability to anticipate and
cope with crises, and (4) substituting realistic' thinking for defense
mechanisms:

Planning: Content Alternatives

Many alternatives were namedkas possibilities for meeting parental needs.
In the_knowledge category, these included such group activities as con-
ferences or speakers directed toward some specific topic of interest such
as a comparison of different types of behavior management or a listing
of available medical resources in the community. Individual activities
named inthe knowledge area were the same kinds of topics, but were
directed at the situation of the individual parent. For example, a parent,
of a physically handicapped child might need to know about the availability
of specialized equipment for the home.

In the skill category, group activities mentioned were-workshop's on be-
havior management, using.specific 'kinds of materials (such as those found
in the home), observation skills such as data taking, and therapy SItilfg."
Individual activities again were much the sem' except that they were
diretted toward the needs of that individual parent.

Group activities mentioned to meet affective goals were parent groups,
sibling groups, and family groups, all ranging, from rap sessions.to in-
tensive,therapeutic situations. Individual activities which were mentioned
included home visit's, regular meetings with personnel such as a social"
worker, being able to call on the program at any time, avd individual
therapy. $

Implementing
. ,

Implementationwas said to be affected by variables such as transportation
and baby-sitting prObrems.Many programs listed ways of, .taking responsibil-
ity for this type of 'physdcal problem, any of which could interfere with
the effectiveness of the parent program. .Suggestions made were (1) form

no
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parent-carpools or provide bus transportation, (3) let parents take turns
babysitting,.(4) meet near where most of the families liVe, (5) schedule
activities to meet parental needs, and (6) take the services to them.

Evaluation

Evaluation of the parent program can come from interviews, from rap ses-
sions, from quptionnAires, and from controlltd measurement of changes
in parental bOavivAgnd attitudes. Iriformation from this evaluation, may
bq used as feedbadkinto,the program for purposes of changing the program,
and as part of the evaluation of the total program.,

Summary

In summary, parental involvement may be divided into two kinds, one in
which goals are directed toward the child, and one in which goals, are
directed toward the parent.

While child-directed involvement becomes part of the individualized plan
for the child, parent-directed involvement may be based upon a sequence
of individualized decision-making to meet the needs of the parent. While
what is offered in either category may vary along the dilensions of inten-
sity of contact, amount of contact and kind of contact, individualization
assures that decisions along these dimensions will be based on an appraisal
of parental needs.

to
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CHAPTER X

POST-PROGRAM ALTERNATIVES

While manysystem components (e.g., diagnosis and evaluation, planning, and
implementation) and alternatives for each have been showp to be essential
fot individualizing services, responsibility does not always terminate
with delivery of direct or indirect services to the child. What alterna-
tives are available for students once they have received maximum benefits
from the instructional and therapeutic program are also a crucial consid-
eration.' As discussed in Chapter IV, the long-range goals,of most programs
include independence at home and in the community, productive employment,
and use of free time. In order for these goals, to be realized, provipion
must be made for extending the program beyond the actual services offered
within the program, especially when skills for survival in these settings
are not taught, or are taught in settings other than those in which they
will ultimately be used.

In this ahapter, responsibilities of the program beyond the actual service
delivery areas will be examined.

Exit from Program

The decision as to when a child is ready to leave a program may be a func-
tion of a multiplicity of factors. Commonly, an age requirement is part
of the criteria for admission to, and consequently exit- from, a program.
However, the 'Simple fact that a child has reached a certain age does not
guarantee, particularly with severely handicapped.dhildred, that he meets.
the criteria (other than age) fOr another program, or is ready for independ-
ent or semi-independent functioning. Other alternatives for decisions about
program exit include the child's developmental level, other available pro-
grams, or the fact that present services are no longer appropriate. Tables
44 and 45 show the percentages of programs in which exit is based on one or
more of the above criteria. Since the driteria can be expected to vary
according to setting and age of the children, analyses are perforMed along
these dimensions. 7,

- r.
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TABLE 44

EXIT CRITERIA FOR 50-10% OF THE STUDENTS
BY PROGRAM UPPER AGE LIMIT

4
A .

Criteria
Upper Age Age - Developmental Other Programs Services no Other*
.Limit level ava.ilable longer appr,

..

.

5 yrs.(n=1) 100.0 - -
9,yrs.(11,7) 14.3 14.3 28.6 28.0 14.3.
---2,, yrs. (n-9) 11.1 33.3 22.2 - -
5 yrs.(1115) 13.4 - . 13.4 13:4 6.7

21 yrs.(n...27) 22.2 7.4 X11.1 18.5
*Other criteria included death of the child, the child moving out of the
progiam service area, and/or the capability of another program to better
meet the child's needs.

As mentioned above, the major criterion on which a child's exit from a pro-
gram is based is the age of the child. However, the programs whoseupper
age limit was nine years reported both age and developmental level criteria
for exit less frequently than they reported the availability of other pro-
grams (29%) and inappropriateness of present services (29%). Inappropriate-
ness of present services was also listed as a major criterion for the pro-
grams with upper age limits of 15 years (13%) and 21 years (19%). Develop- '

mental level accounted for the largest percentage (33%) of exit decisions
for programs whose upper age limit was 12 years. Another large percentage
(22%) of exit decisions for programs with a 12-year-old upper age limit
was based on developmental level.

Table 45 shows that the largeSr percentage of agency programs (25%) based exit
decisions on developmental level, and 17% of such programs released chil-
dren when their services were no longer appropriate. Regular public school
programs relied on age (26%) and the availability of other programs (21%),
while the largest, perentage of separate public school, programs (25%) used
the criterion of inappropriate present services.' The age of the child was
not the primary criterion for most settings.

A variety of personnel are involved in deciding when child w 11 leave a
program. In genera).1," tebe"mare different types of personnel nvollfgd, the
greater the chances tht, the decision will bebased on: (1)'-a varety of
criteria', (2)-evaluations in different areas,eand-(3) a wider variety of
perspecties. For this,reason, it seems to be achiantageous. to have as
large a number of personnel involved as'possible, in order that as many ;

alternatives as possible be considered. The number of inappr4r.tate place-,
ments may thus possibly be reduced by involvement of diverse types of personnel.

1 3,:')
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ZABLE 45

EXIT CRITERIA FOR 50 -100% OF STUDENTS
BY SETTING OF PROGRAM

Setting
Criteria

Age 'Develop-
mental
leyel

Other

programs
available

Services no
longer

appropriate

Other

IAgency 8.3 25.0 8.3 16.7
(n=12)

I

University
'

(n=3) 33.3 - - ..',

Hospital
(n=2) 50.0 50.0 50.0

Home 11=1) - -
Reg. public
school
(n=19)

26.3 -_ 21.0 15.8 5.3

Separate
public
sch.(n=12)

16.7 16.7 83 25.0

State sch.

(n=13) 15.4 .,-;.... 23.1 - ' 7.7
Private
day(n=2) 50.0 .l

-
Homebound
'(n -2) - 50.0 - - _
Private

residen-,
tial _
(n=2) 50.0

,

_

Other _
(n=1) 100.0

. -
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Table 46 shows the, percentages of various types of personnel involved in de-
ciding when a child leaves a program, for a variety of program settings.
Committees such as Admission, Review, and Dismissal Committes, along
with, medical personnel, had the least input into exit decisions.
Teachers, were involved in at least 50 percent of exit decisions in all
program settings except home programs (which do not report any exit de-
cisions). 'Administrators were also involved in the-decisions in at
least 50 percent of alf'settinp except, state schools (47%). Parents
were involved in the decisions in at least 46% of the settings except
state schools, where parent involvement in...general is ordinarily low.

Many problems were, reported in relating exit criteria to individual
needs. As mentioned before, age may not be an appropriate criterion if
the student's skill ,levels are far below those required for entry into
another program. In, addition, the availability and appropriateness of
other possible placements were frequently criticized. -Even a child's
first placement was reported as being not' necessarily appropriate; a
physical disability, for example, might prohibit him from entering
another program even if he, were ready in other areas. Other problems
were that the available programs did not meet the needs of all the en-
rolled children,and/or all of the needs of any one individual child.
Also, programs might simply not be available whose criteria would allow
the entry of the child. Thus, ,a child might "outgrow" one program but
still function at-too low a level for the next program.

Another problem named was that personnel might be reluctant to release
a child, either because of funding and student load requirements or be-
cause of their doubts about the next program's capability to meet the
chld's needs. In addition, parents might not consent to new placements,
or may refuse to accept an institutionalized child back once he has ex-
hausted all the services of a program. Other problems included the,
trauma which a child might experience if the program he was entering was
radically different from the previous one,, or if his physical characterisT
tics (e.g., the appearance of a Down's Syndrome child) acted to bias the
perspective of the receiving personnel. ,

A number of recommendations were made by the respondents for overcoming
some of the problems encountered in relating exit criteria to individual
needs. Some of the alternatives mentioned included:

1.' Ascertain criteria for admission to other programs well in
advance;

2. Explore all placement alternatives, both regular and special;
3. Develop standard, objecti4e, and written exit criteria in

advance, with provision for consideration of family and
other individual needs; '

4. Base the child's next placement on his probable adult place-
ment; ;

5. Involve prospective program personnel in the exit procedures;
61 Place the child in a program as similar to the present program

as possible;
_ .

7. Develop a contract to be signed by parents and program personnl,
at admission, spetifying exit criteria;

8. Ed4cate-the family to better prepare them to take the child
back or td make a more knowledgeable decigion about the next
placement;
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9:' Educate the public school programs as to the nature of the
children and their n'eis;

10. Prepare 'the child ..f.-6ruthe next placement gradually and
through pre7move visits', and

Insuee as, much asNposSible that the child will encounter
some immediate success in the.next Placement. .

FOlrbgrup

Following the progress of a child after he leaves a program can benefit
both thd child and the program. 'A systematic follow-up procedure was
repfrted ti extend 'the. continuum ofindividualiAed servic5& available
for a child thrpugh,seqUential staff contaceT'sequential programming, in-
suring child security, providing quality checks (insuring that the child's

:..needs 'continue to be met), and by widening the variety of alternatives
for normalization. Thus, if slitting were not appropriate, steps could
be taken to alter the situation pr even change the placement-if necessary.
Program benefits named included systematic monitoring if the program's
effectiveness in meeting needs, systematic monitoring of other programs'
abilityto meetneeds,(for use in future placements), providing data for
change,, and aiding judgments about the types of personnel and programs
needed.

Follow -up may thus occur not only after a child exits from a .program, but
also after he is placed. Monitortng a student at all of theSe times not
only,supplies the continuity necessary for a smooth transition from one
location to another, but also provides feedback important for individUalized
proOamTing!

k.
Alternative procedures for follow-up, as reported by sample respondents,
were quite varied, ranging from informal home and placement visits, phone
calls and letters, ed formal. outside- program followx.up conducted by re-
)gional, county, and state offices, and agencies. Regularly Ischeduled con-
tacts via

\
yrsits, phone calls, lelters and questionnaires were also men-

tioned. In addition, specific personnel (.g., social workers, supervising
teachers,,home teachers) might be assigoed the responsibility of keeping
track of a Wlild and monitoring his progress.

.

Services might also.continue to be provided to a child after exit as a
part of the follow -up system. Continued diagnostic and evaluation ser-
vices might be offered, as well as inservice for the receiving program.
Thd child might be kept on the preiiious program's eons for a specified
.period of time, an&,,be in the nXAprogram on a probationary babis. Another
suggestion was to examine rdom samples of former students on a regular
basis in order, to test the e fectiveneskiof both old and new programs:

SinceProvisiow forjollow-un may Mary according to-the setting of the pro-
,.

gram, Thble 47 shows the percentages of programs which reported some proced-
ure for foll9W-up-for a variety of settings,

re
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TABLE 47

PROGRAMS. REPORTING FOLLOW-UP PROCEDURES
BY SETTING OF PROGRAM

Setting
Follow-up

% Yes --

Ageny (n=9) 88.9
University (n=3) 100.0
Hospital (n=2) tawa. 100.0,
Home -
Reg.,pub. school campus (n=9) 68:0
Sepafate pub. school campus (n=9) 66.7
State schobl (n=13)
Private day
Homebound (n=2)
Private residential (n=2)
Other (n=1)

1012.r0

100.0

All three university and both hospital programs reported some method of
follow-up, as did both homebound programs. Eight-riine percent (89%) of
'agency progi.ams reported folloW-up procedures. Sixty-eight percent (68%)
of regulgipublic school arid sixty-seven percent (67%) of separate public

prschool ograms re ported monitoring.their students after exit, as did fifty-
four percent (54%) of state school prograbs. The homee private day, and

.

private residential programs did not report using follow-up procedures.

Program Evaluation

F.
Without some formal method of program evaluatidn, it is difficult to deter-

'mine whether a program haS,been successful in individualizing services.
Day-by-day impressions of program personnel, or even hard data gathered

" over short time intervals, do little to ,present a broad perspective bf the
prOgram as a working system, subject to areas of relative strength and
weakness. It is possible to over- or under7estimate"a program'-s atibility
to meet individual needs unless there is hai4g data ikich evaluates. the
system as a whole. For purposes of accouni,ability, some type of systematic
program evaluation is essential. -

Many programs reported having developed'procedves for evaluating their
progress in individualization. Because evaluAtion is frequently a require-
ment for funding, Table 48 depicts the percentageof programs which re-
ported having specific methods for, program- evaluation, in relation to the
source of the majority of their funding.
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TABLE 48

PROGRAMS UTILIZING PROCEDURES FOR PROGRAM EVALUATION:
- BY MAJOR SOURCE OF FUNDING

Funding Source Presence of Procedure
% Yes

' ublic (n=25)

Federal (n=40)
Private (n=5) -

Tuitions (n=1)
Other (n=6)

52.0
59.0
60.0

100.0
35.3

At least half of theprograms funded by all but "other" sources reported
having a specific procedure to evaluate their programs. Specific models
named includedthe Tripodi, Fellini, and Epstein Model of Program Evalua-
tion, the systems model, the discrepancy model, and the Management Infor-
mation,System. Other programs reported relying on outside evaluations done
by uniirersity or other research centers, using reports to BEH, or using
preyiously set up contracts with a funding source (e.g., the state).
Alternatives from programs which performed their own evaluations included
comparisons with other.programs, time analysis logs, job \targets for
personnel (i.e., personal goal setting), in-house discussions, and parent
questionnaires.

. ,

A variety of other alteinatives were mentioned by the respondents. The
majority 'of these evaluations consisted of the formative data mentioned
earlier (see Chapter V), compiled at the end of the evalliatibn time period
to serve as sumnative data. By examining ,the progress of individual chil-
dren-, and by comparing individual children to groups. of children over, for
examp4, a one year period, it was reported to be possible to estimate the
program's effectiveness in many areas. Also, the compilation of-all con-
ference.reports and staffing results over a specified time period was
said toprovide similar information.

In general; the aretas in which formative data were collected and summarized
after a,time period can be div,ided into,two categories, child evaluation,
and program evaluation. Child evaluation includes both comparisons of the
child to himself and to groups. Hard and soft data were repor'ted for both
child and program evaluation. The alternatives listed by respondents in-
cluded:

A. Child Evaluation
1. Child to self;

a. Hard data
1) pre-and post-testing

-2) Behavioral objectives

1 3
,
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3) Checklists
4) Videotape
5). Graphs
6) Master charts
7) Daily logs
8) Anecdotal records
9) Yearly rating.scales

'10) Quarterly and anndalssummaries
11) Therapist reports

Progress reports and report cards
13) Re-assessment at regular intervals
14) Conference reports

. 15) Parent reports fromilome
b. Soft data

1) Parent conferences
2) Daily staffings

2. Child to group (all hard data)
a. Yearly re-evaluation
b. Standardized tests
c. Developmental scales
d. Systematic research using control groups

B. Program Evaluation
1. Hard data

a. Follow-up data on,children (summarized)
b.. Quarterly reports
c. Summations of teacher reports'related to goals,

achievement, progress, and time required.
d. Goals set to provide for built-in evaluation

2. Soft data
a. All-staff program reviews

In general, the majority of the child evaluation information was reported
to be provided by teachers, who were frequently required to track progress
on a daily or weekly basis. In contrast, psychologists, social service
personnel, an some therapists were often not required to monitor children's
progress so closely. As a result, the data obtained were more likely to
be instructional data, which is only a portion of the data necessary for
comprehensive evaluation. Program or even child evaluations based only
'onrthis information may not pe accurately descriptive of the program's
effectiveness.

Summary

In summary, program respondents reportel- many alternatives for deciding
when a child is ready to leave the program, for personnel involved in
this decision, for follow-up procedures, and for program evaluation.
Although age was the most commonly rtintioned-,oriterionfor exit from
program, recommendations were made to include criteria baied on individual
strengths and teaknesses, patent information, and the characteristics of

1 4
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the receiving program. Alternatives for follow-up procedures included
systematic evaluation of the new placement, establishing-a.probationary
period for the child, establishing personnel positions for liaison' between
present and receiving programs, inservice programs for receiving pro-
grams, and gradual transitions Tor the child from one program to another.

Alternatives for program evaluationlincluded: use of .a specific evaluation
model, outside evaluations, evaluation p,rocedures built into goal-setting,
systematic comparisons with other programs, and compilation of many'types
of data collected over time periods other than the total evaluation period.

As with the other components of individualization, the more alternatives
a program has available' to it for exit criteria, follow-up procedures,
and evaluation methods,' the greater the possibility of meeting the needs,
of all 'the enrolled students and ofmeeting all the needs of any one stu-
dent.

-
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CHAPTER XI

INDIVIDUA4ATION: PROBLEMS AND RECOMMENDATIONS

In addition to problems, recommendations, and alternatives related to the
specific aspects of individualization covered in previous chapters (e.g.,
diagnosis and evaluation, goal-setting, implementation), respondents were
queried as to problems and recommendations related to the individualizing
of services in general. Topics such as (1) projected problems with account-
ing procedures, (2) areas whiCh are essential to individualization and the
difficulty associated with individualizing in these areas, and (3) problems
associated with individualizing in general can provide a broad picture of
the ways in which respondents evaluate the overall impact of the recent
impetus toward individualization. These topics are the focus of this chapter.

Accounting Procedures)

Part of the responsibility in delivering individualized4services to multiply
handicapped children involves demonstrating in some fashion that goals are
.being met, that,,children are benefiting from,serviees,and that the educa-
tional program is truly individualized. In previous chapters, the ways in
which this is currently being accomplished were presented and discussed. ,It
was discovered that many programs do not yet have systematic or formal meth-
ods for broad program evaluation. However, the recent emphasis on individ-
ualization depends such accountability, anemany programs are currently in
the position of developing such, procedures (or will be required to develop
them in the very near futur). Thus, respondents wereasked what special
problems with accounting procedures they foresee as a result of the emphasis
on individualization. The responses fell into three general categories:
physical constraints, personnel requirements, and problems with the form
and content of accounting procedures.

Physical Constraints

The most frequently mentioned physical constraints included time and space.
It was mentioned that the time spent by staff in accounting activities was
difficult to keep track of and budget for. The cost of the time necessary_
for proper accounting was considered a problem by some respondents. Other
time problems included providing the time necessary for paperwork hnd for
updating plans as frequently as required. The major space disadvantage
reported was the amount of storage space necessary for keeping detailed files
on children. Some respondents4entioned the need for a retrieval system for
adequate accountiegg. A final physical constraint reported was the increased
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amount of money necessary in order to individualize, an4 the consequent
necessity' of justifying the added'eXgensest to the'fundifig.a.ource.

Personnel Requirements

1In general, particlipants mentioned the need for more secretarial and
bookkeeping personnel. Teachers in pa'rticular may be required to spend a
larger percentage of their time on accountirig procedures to demOnstrate
their effectiveness with children. (Teachers mentioned that this already
requires a great deal of time, resulting in children remaining unsupervised
for subatantial qieriods of time. WWere there were shortages of aides, this
was reported to be a serious problem. An alternative mentioned was to
involve aides in the accounting procedures; however, large numbers of
untrained paraprofessionals were'currently reportedly unable to perform this
function). Anothet problem mentioned was that pfoper accounting procedures
required cooperation from all in contact with the child's program and,
unless there were a formalized system for the necessary staffings, the
information gathered might be fragmentedo'r inadequate.

Problems with Form and Content
.

Present on foreseeable problems mentioned in this area were focused on the
inappropriateness of the form of evaluation performed to 'justify continued
funding, support and expansion. Respondents mentioned that some standard-
ized accountability procedures might not be appropriate for all personnel
or program aspects involved. In other wards, they felt a need for alter-

.

natives for all aspects of program evaluation in order to insure as accurate,
a description of the program system as possible. Also, the evaluation for-
mat required by funding sources may produce data which do not accurately re-
flect the positive accomplishments of the program. For example, a general
yearly reassessment done on a child may not indioate that much progress has
been made, while careful examination of daily and weekly data might reveal
slow, though steady, growth,patterns. The more general the evaluation pro-
cedure and the greater the time period covered by the procedure, the more.
likely was the occurrence of this problem. Other participants mentioned
that progress in certain difficult-to-measure domaing might be masked if the
evaluation procedure depended completely upon objective, quantifiable measure- .
ments. Thus, a positive change in parent attitudes, for example, might not
be recorded in the evaluation procedure unless the attitudinal change were
measured by some specific instrument. It was reported that some.sub-

.

jectiVe evaluation was also necessary.

7
Other respondents reported dissatisfaction with the content of the account-
ability procedures used. For example, some programs must fill out forms for
accountability for more than lone level. Frequently, although the forms might
differ, the information requested was reported to be much the same. Wasted
time and effort were often the result.

Areas Essential for Individualization

In,order to be able to deliver maximally inlividualized services'to multiply
handicapped children, a program should be able to offer as many alternatives

14
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as possible in the instructional, therapeutic, medical and family areas,
as well as makikg maximum use of resources, both human and material.
Respondents to both teacher and administrative questionnaires,were asked to
rank a number of areas in terms of their importance to individualization.
The percentages of respondents to both types of questionnaires who considered
an area "essential" (rather than just "important") are shown in Table 49. '

Since the setting of the program may have an effect on which areas are
considered essential, the responses are broken down along this dimension.
(Since seven of the programs settings represent four or fewer programs, the
results are presented for the four largest program setting categories).

/'

AREAS ESSENTIAL FOR INDIVIDUALIZATION, AS REPORTED ON TEACHER
AND ADMINISTRATIVE QUESTIONNAIRES, BY FOUR LARGEST PROGRAM SETTINGS

TABLE 49

Areas

Setting
Agency Reg. pub.

school campus
-Sep. public
school campus

State school

Adm. Tch. Adm. Tch. Adm.. Tch. Aam. Tch.
n=15 n=16 n=26 n=27 n=12 n=10 n=20 n=20
% % % % % % % %

Use of

53.3 62.5 61.5 63.0 58.3 70.0 65.0 65.0
Diagnosis and
evaluation 100.0 93.8 96.2 92.6 100.0 80.0 90.0 85.0

Parent services 66.7 75.0 65.4 51,9 58.3 40.0 60.0 40.0
Instructional
program* ` 93.3

- 100.0 - 83.3 - , 95.0 -
Materials . 53.3 62.5 65.4 55.6 75.0 60.0 45.0 50.0
Planning of
services for
indiv. children*100.0 - 100.0 - 91.7 ,-- 100.0 -

Equipment 40.0 50.0 61.5 51.9 50.0 30.0 35.0 55.0
Goal setting 100.0 93.8 88.5 96.3 91.7 90.0 90.0 95.0
Identification

and referral
procedures 66.7 81.3 80.8 74.1 66.7 70.0 -70.0 85.0

Using resources*
Communication
between

53.3 73.1

t

- 41.7

A

- 60.0

personnel* ' 93.3 96.2 75,0 - ,. 95.0
Formulating

educational
plans** 93.8 . - 88.9 80.0 95.0

Other 6:3 3.8 11.1, ,..10.0 10.0

*Choice on administrative,qUestionnaire only
**Choice on teacher questionnaire only
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Other areas mentioned as essential included consideration-of the composition
of the team, low teacher/student ratio, and interested personnel.

In general, the areas most frequently considered to be essential for
individualization, by all respondents, were diagnosis and evaluation and
goal setting. At least 80 percent of the respondents to the teacher
questionnaire felt that formulating educational plans was essential to
the delivery of individualized services. Overall, equipment and materials
were least frequently considered essential for this purpose. At least 92
percent of administrative questionnaire respondents indicated that planning
of services for individual children was essential to individualization,
and at least 83 percent of these same respondents felt that the
instructional program was essential. From 67 ,o 85 percent of all respondents
considered identification and referral prOcedures essential, while 40 to 75
percent stressed the importance of parent services. Between 53 and 70 percent
of all respondents considered individualization of the use of facilities
essential to individualization of services.

Administrators and teachers from the same settingg did not always agree
on the importance of the various areas. These differences were most pro-
nounced in the areas of parent services (in general considered more essential
by administrators) and identification and referral procedures. There were
also differences of opinion concerning the importance of equipment and
materials to individualization. Across settings, in general, theseparate
public school programs and state school programs were the least likely to
consider any particular area essential to the delivery of individualized
services .L

Areas Difficult to Individualize

It might be expected that same of the areas mentioned above would be more
difficult to individualize than others. For example, the use of facilities
would logically probably be harder to individualize than would setting
goals. Since the age of the population being served would to a large extent
determine the difficulty of individualizing certainaareas, Table 50 shows
the percentages of respondents to both types of questionnaires mho ,considered
the area extremely or moderately difficult to individualize, by the upper age
limit of the program.

Areas listed in addition to those on the table were instruction and the
composition of the team., In general, the most difficult to individualize
were parent services and the use of facilities. The least difficult areas
reported were goal setting, diagnosis and evaluation procedures, and the
educational program (administrative questionnaire only):' Formulating
educational plans, as reported by teacher questionnaire respondents, was
also reportedly one of the least difficult areas to individualize.

Some areas were reported by the programs with older students to be more
difficult to individualize. These included: (1) parent services, (2) materials
(as reported by teachers), (3) planning services to individual children

14
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TABLE 50

AREAS MODERATELY OR EXTREMELY DIFFICULT TO INDIVIDUALIZE,
BY UPPER AGE LIMIT OF PROGRAM

Akeas Upper Age Limit
5 years

Adm. Tch.
9 year

Adm. Tch.
12 ears

AdM-. Tch.

15 years
Adm. Tch.

21 years
Adm. Tch.

n=1 n=9 n=9 n=19 n=21 n=17 n=14 n=33 n=29
% % % Z % Z Z % % %

Use of

facilities
Diagnosis and

evaluation ,

procedures
Parent

services
Instructional -

program*
Materials

Planning of
services for
individual
children* -

Goal setting
Identification
and referral
procedures

Using
resources

Formulating
educational
plans**

Equipment
Other

100.0

.-

-

-

-
.

-

-

100.0

-

-

100.0

-

-

-

-

77.8 66.7

4.4 33.3

77.8 77.8

33.3 -
55.5 44.4

44.4 -

33.3 33.3

66.7 55.5

44.4 -

- 33.3

22.2 66.7
- -

57.9 66.7

36.9 38.1

63.2 57.1

26.3 -

42.1 28.6

52.7 -

31.6 33.3

47.4 61.9
.

68.4

- 42.9
57.9 38.1

- 4.8

70.6 85.8

,41.2 28.6

82 78.6

47.1
41.2 78:6

70.6 -

35.3 28.6

64.7 50.0

52:9-- -.

- 35.7

64.7 85.7
- 7.1

60.7

30.3

81.9

39.4
57.6

60.7

51.5

57.6

63.7

57.66

-

65,5

41.4

82.8',

51.7

-

31.0

44.8

48.3
6::5

6.8

* Choice not on ,teacher questionnaire.
** Choice eot. on administrative questionnaire.
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(administrative questionnaire only), (4) goal setting (particularly for
programs with an upper age limit of 21 years), and (5) equipment (especially
for programs enrolling students up to age 15). The general conclusion to
be reached is that it was reportedly more difficult to individualize for
older students.

Teachers and administrators did not always agree upon the amount of
difficulty of individualizing in certain areas. These differences were
most noticeable among the programs enrolling older students (upper age
limits Of 12, 15, and 21 years), possibly due in part to the fact that there.
were more respondents from these types of programs than from programs with
upper age limits of 5 or 9., Nevertheless, in general, administrators
reported more often than,did teachers that identification and referral
procedures were difficult to individualize; equipment was reported by teachers
to be more difficult. With the exception of programs whose upper age limit
was 15 years, administrators considered itdividualizing materials more
difficult that did teachers. Teachers felt that using facilities in
individualizatiolt was more difficult than did administrators, except in
programs with an upper age limit of 9 years.

The implicati6ns from these results are numerous. First, since parent
services (both direqt and indirect) are a crucial component of a truly
individualized system of services to the multiply handicapped, and since
so many respondents reported that this area was moderately or extremely
difficylt to individualize, increased effort in this direction (time, personnel,
funding) seems to be essential. the parents are not active participants in
the education oE their children, or if the services offered to parents do
not meet their individual needs, it stands to reason that their children will
receive substantially less that maximum benefit from any program. Possible
alternatives mentioned to remedy this deficit included the establishment
of home/school liaison personnel, home teachers, provision for transportation
and babysitting services so that parents would have more opportunity to attend
meetings and decision-making sessions, regular inservices for skill development
for the parents (to increase feelings of adequacy and interest in educating
their children), and individual and group counseling.

Second, the use of. facilities as an alternative in individualizing must become
more accessible. flexible, and manipulable by.program personnel. Individuals
bound by physical or structural limitations are immeasureably hindered in
their delivery of individualized services. At times this was reported to be
the result of the widely varying nature of student's needs. For example,
it was reported to be difficult to provide simultaneously a dynamic environ-
ment Mr one child and a static environment for another child, particularly if
the classroom were large or open. The use of room dividers, the division of
a large room into small rooms and other similar space arrangements were said ,

to in part alleviate this problem. Students for whom practice in living
skills in the community is essential were considered to be considerably
inhibited if the location of the faility prohibited such contact. Confinement
to a classroom was reported to be limiting for children of all ages. Ideally,
buildings should be constructed to incorporate the special needs of the
students. Where this is not possible, or where the nature of the student
population varies over time, efforts should be made to use existing facilities
creatively and cooperatively.
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Third, identification and rel..rral procedures;2'which nepessarilv -mist he

standardized fo,some extent, must-also provide alternatives as/ to time,
, location and- kind of contact. At least one program provided a screener/
diagnostician at a local Pediatrician's office whose function it was to
assume some of the responsibility for identification and referral. Toll
freephone -numbers might be a help to families in rural areas to whom the
cost'of long*distance phone calls might be prohibitive. Itinerant evaluation
teams were another alternative. Regional Resource Centers, which assume
responsibility for assisting in the identification anti evaluation of complex,
rare, and inexplicable cases, can be of assistance in this area.

In short, while many programs appear to possess at least the minital
components f5r delivering a system of truly indiladuali1UServic0s, there
seems to be a breakdown in the use of these components for individualization.
Such brwakdowns were not necessarily reported'to be the result of
understNfing or insuffi'cient fundilig. Increased intra-staff communication,
more team planning and discussion, and flexible use of resources could aid
in making more individualized use of existing resources.

Problems Encountered in Individualization

The delivery of individualized services makes demands on any pro ram.
Extra funding is almost always necessary to pay for the increase in staff
necessary to lower the adult/child ratio, to hire extra suppprt personnel
to extend services, to provide more (and more varied) materials and
equipment, to cover the cost or necessary building modifications, and to
pay for extra bookkeeping and accounting time. Even given extra funding,
however, the adult/child ratio may continue tp be high and facilities may
continue to be inappropriate. There may be a shOrtage of time for planning
and for regular communication among staff, particularly when the initial
emphasis on individualization is interpreted as meaning-that each adult must
spend more time with each child. It may not be realized by a program in
the early stages of individualization that planning, Conference, and record-
keeping time must be systematically provided for on a daily basis, and that
direct instruction is not always necessarily the most essential part of the'
program. Communication problems may result, litot only from differences in
personality, phi1psophy, and teaching style, but becAuse syStematic communication*
is not built into the program. It also may be difficult to, individualize a
program if the personnel c%.skill in individualizing,.or are-unsuxe-ol-what .

areas individualization c vers.

Tables 51 and 52 show the perCentages of respondents to the administrative
cluestionnalre reporting' problems as serious or somewhat serious in the areas
covered. Since probleMs can be expected to vary from one,setting to another;
as well as among programs of varying ages, the data are analyzed along both
dimensions. /

Problems listed in/addition to those on the table include (1) program location
(particularly rural where necessary, services such-as vocational placements may
be unavailable, (2) locations which prohibit mobilization of services, (3) time
lag ,between emergent needs and funding,,(4) consultants' lack of knowledge of
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the deaf-/blind or multiply handicapped; heterogeneous.program populations,
and inadequate or inappropriate receiving programs for.existing children.

TABLE 51

PROBLEM AREAS RESULTING FROM INDIVIDUALIZATION,

BY FOUR LARGEST PROGRAM SETTINGS

Setting

Problem Areas
Agency Reg. pub.

school campus
Sep, pub.schoal

campus
State
school

n=15 ,:11=26 n=11 n=19
%

Adtilt/child ratio

too high 26.7 19.2 . 54.6 57.9
Lack of skill in

individualizing 13.3 15.4

. :
.

45.5
_ ,

42.1
Unclear about areas

covered by individ. 20.0 ' 19.2 36.4 N 31.6
Budget and financial

problems 40.0 46.1 63.7 57.9
Lack of appropriate

facilities . 46.6 34.6 45.5 36.9 .'

Lack of materials .

arid equipment 26-7 23.0 9.1 -36.8
Lack of planning time 46.7 26.9 63.7 42.1
Communication problems 26.7 40.7 63.7 52.7
.Scheduling difficulties' 26.7 23 9.1 42.1
Other 6.7 11.5 9.1

. Lack of skill in individualization was reportedly much less of a problem in
agency and. regular Public school programs than it'was in stdte school and
separate public 'school campus programs. Communication problems appeared to
be the least severe in agency programs (27%), and the most severe in separate-
public school campuis prograis (64%). However, programs in this same setting
remted the least trouble with abuipment and materials (9%). Lack of
planning time was reportedly most serious in separate public school programs
(6r41, while these programs reported the smallest percentage of scheduling

'difficulties 0%). Itlatively.low percentages (19 to 36%) of all reppondents
reported that knowledge of what areas individualization oovers was a serious
problem. Inappropriate facilities were a problem in_35 to 47 percent of all
programs. In general, the problems listed were the most serious in separate

) public school and state school programs, and least serious in regular public
school programs.
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. TABLE 52

PROBLEM AREAS "TN INDIVIDUALIZATION BY AGE OF PROGRAM

-Problem Areas
41 yr.

-Age of. Program

>6 yrs.1-3 yrs. ' 3-6 yrs;
n=12 n=34 n=17 , n=14
% % * 1 I

Adult/child ratio

too high 25.0 38.2 47.1 28.5
Lack of skill in
iadividualizing 33.3 23.5 23.5 35.7

Unclear about
areas covered by
individualization 25.0 20.6 23.5 42.9

Budget and financial
problems 50.0 52.9 47.1 57.2

Lack of appropriate
facilities 25.0 44.1 29.4 35.7

Lack of equipment
and materials 41.7 20.6 17.6 35.7

Lack of planning time 6'6.7 29.4 35.3, 50.0
Communication problems 50.0 37.4 47.1 50.0
Scheduling difficulties 25.0 26.5 23.5 28.5
Other 5.8 11.8

Budget and financial problems were reported as serious or somewhgt serious,
regardless of the age of the program. Programs less than one yeflr of age
also reported substantial difficiliy in the areas of planning time (671),
equipment and materials (42 %), and communication (50%),

The severity of most problems was reportedly less for intermediate age
prograMs (1-3 years, 3-6 years) than'for very new (less than 1.year) or old
(>6 years) programs. This could be due to a number of factors: for the
newest programs, it is probably a result of the novelty of the program
plus the lack.'of experience in implementing individualized services; for the
oldest programs, it could-be due to, the'fact that change becomes harder to
implement once a program hebeen in operation for a number of years..,

Scheduling difficulties, in general, were the least serious problem; no more
than 36 percept of programs in any age category reported either serious or
somewhat serious problems due to lack of skill in individualizing.
Communication probAms plagued at least 47"percent of all programs except
those 1 to 3 year'S of age. An adult/child ratio which is too high was more
of a problem for the intermediate age programs than for the very new or
very old. programs.
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'Alternatiyes named for ov, coming these problems were similar to those for
the areas which were diffi ule to individualize. Jncreated funding could.
do much (if properly utiliz d) toward improving the adequacy of the facilities.
Teacher and other personnel i pat into the use of facilities seems imperative,
since these individuals are ti most likelf to be aware of the limitations and
possibilities involved. It,is ssible that regularly scheduled planning 4

7' time and conferences could do m to decrease problems in these areas.
Periodic` ormal evaluation and s sequent program modification undoubtedly

_could prevent problems from worsening over the years.- Finally,4concerted.
effort on the part of all personneitoward making 'system Components**Otirk 4k.
for them (rather than accepting the limitations) is essential, as Is Close
cooperation among all "program staff. \-

Summary \
A

In sumniary,'this chapter reviewed (1) accoun ing problems anticipated as
a result of individualization, (2) areas cons dered essential to individuali-
zatidh, (3) areas wh &ch are _currently difficul to individualize, and (4) '41
problems. encountered with individualization in general. Foreseeable
.accounting problems such as time and money required; increased needs for
personnel, and inadequacies with the fprm or content 71 aceetihg procedwres
were. mentioned. Amongthe areas considered most essential for individualie
zatcho'n were reported goal setting and diagnosis and evaldationTrocedures,
although almost every area listed Was considered essential by a majority
the respondents. However, teachers and administrators slid not always agree
on the - relative importance of the varioug areas. The most difficult areas
to ipdivldualize were reportedly parent services and ,the \tse of facilities.
Again, teachers and administrators did not alWaysagree on\the.diffictity
of individ4alizing certain areas. The major problems encountered as a suslit -*
.of individ4alization were budget and financial difficulties end communicatAon
problems. -HoWever, these problems varied considerably depending upon the
- setting and the age of the program. RecoMmendations for overda4ng problems
and for easing the difficulty associated with individualizing certain areas
were made.



CHAPTER -XII

SUMMARY

A state-of-the-art report, by describing,the range of different alter-
natives far meeting a given problem es it exists in the field, has
certain advantages over other types of literature. First,-it covers
`a much wider range of ideas, philosophies, and alternatives ,khan wouldbe possible to gather from a more limited study. Second, a theoretical
framework'for meetig,particular problems may be conceptualized from
this range of possibilities, thus insuring a definition fl#xible enough
to encompass the variety. Finally, by Addressing:itself to actual Prac-
tices in the 'field, the state-of-the=art is more assured of being realis-'
tic and,relevant to practitioners in the field, Suggestions for using
the ,results of this study in individlielizing services for Multiply handi-
capped children are thus based directly on the premi'se that what is re-
ported reflects a fairly representative picture of thevariety of prac-.
,,tices which are being used in approaching this problem than would be
pass le for any one practitioner or program to know from firsthand
experience.

!
The following pepammendations are addressed toward ways.. in which individual
programs might use this report in appraising or accelerating their own
progress in individualization:"

1. ..As a-conteptual basis fdr thinking about the
process of individualization;

' 2. As a stimulation in thinking about questions such
as "Are we addressing ourselves to all areas which
are cur responsibility?" "Are we ignoring possibil-
ities for.areas of service?";

,3. As a resource for alternatives which are being used by
other programs serving similarl)opulations;
As a way,.pf organizing delivery of individualized
services, and

5. As a resource Tar areas to appraise in evaluating
individualization of services.

-Thus, while the instructional/program is the central concern of most_educa-
tional organizations which are in the business of delivering services to
children, and while with the non-handicapped child this instructional pro-
gram may legitimately be the only concern, with the deaf-blind or other
multiply handicapped child responsibility'cannot be limited to'this area.
Instead, it must be expanded to meat many needs, incldding family, medical,
,and therapeutic.

,1
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In defining individualization within the context of this broaderied con
cept of the educational grogram, this report has focused upon the con
cept of fndividualizatibn_as 'a process of decision making, rather than
as any given set of Components. A model has been presented which ties
together the sequence of Individualization with the breadth of service
areas which may become the responsibility.of the educational program.
Within-each of the major decision points of the process, alternatives
listed by Participating,program respondents haVebeen combined in an
effort to present a comprehensive picture of the range of possibilities
which can be available to any program. The written plan, then, may be

:defined as a tool for bringing together in art organizeefashion the
various alternatives which can be constructed to meet the needs of each
individual child.-

,
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PARTICIPATING PROGRAMS

Model Demonstration Center for
.the Severely Handicapped

P.O. Box 2592
University of Alabama
Tuscaloosa, 'Alabama 35466

State Vision/Hearing impaired Program
216 E. 8th

'Anchorage, Alaska 99503

SEMBCS-Multi-Handicapped
2450 S. Wabash .

Denver, Colorado 80110

Jefferson Co. Public Schools
Pupil Personnel Services
809 Quail St.
Lakewood, Colorado 80215

Park Elementary School
Windsor, Colorado

Coleytown Developmental Center
65 Easton Rd.
Westport, Conn. 06880

Deaf-Blind Project
Dept. of Public Instruction
Townsend Bldg.
Dover, Del. 19401

Program for Exceptional Children
1000,Barber St.
Athens, Georgia 30601

Georgia Center for Multi-Handicapped
Robert Shaw Center
2040Ridgewood Dr. N.E.
Atlanta, Georgia 30307

Richmond County)3oard of Education
3146 Lake FoieSt-Dr.
AugUsta, Georgia

N.E. Georgia Special Education Unit
Box 546

Cleveland,'Georgia 30528

Sciuth Georgia Development Center
Box 754

Hazlehurst, Georgia 31539

Ochlocknee Multi- Handicapped Program
Children's Center
P.O. Box 110-A
,Ochlocknee, Georgia 31773

Georgia Center for the Multihandicapped
385 Glendale Rd
Scottdale, Georgia 30079

BFHS Shared Services
Oak Hill Center
Rt. 2

Toccoa, Georgia 30577

Early Intervention Program
2195 Ironwood Court
Dept. of Hearth and Welfare
Coeur d'Alene, Idaho 83814

Idaho State School for the Deaf and
Blind

140 and Main
" Gooding, Idaho 83330

rit t
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Child Development Centers
P.O. Box 994
Lewiston, Idaho 83501

Developmental Services Center
302 W. Church

Champaign, Iii. 61820

Chicago Deaf-Blind Program
Skinner School
111,S. Throop St.
Chicago, Ill. 60607

Western Avenue School
1500 Western Ave.

`Geneva, Iii. 60134

The Hope School
Deaf-Blind Program
50 Hazel Lane
Springfield, Ill. 62703

Stone Belt Center
2815 E. 10th St.
Bloomington, Ind. 47401

,



Deaf-Blind Project
5935 Hohman Ave.

Administration Center
Hammond, Indiana 4632Q

Silvercrest DCD Facility
P.O. Box 500
New Albany, Indiana 47150

Deaf - Blind, Program

Logan Center
1235 N. ZAdy St.
South Bend, Indiana 46617

Glenwood State Hospital School
Developmental Program
Glenwood, Iowa 51534

Deaf-Blind Program
Woodward State Hospital School
Woodward, loc.& 50276.

Project M.E.S.H.
320 N, 295h St.
'Parsons, Kansas .6

,
Spectal-Servicea
Shawnee. Mission Public

5001W. 95th St. ,

Shawnee Mission, Kansas,66207
r.

Personnel Training Program
Kansas Neurological Institute
3107 W. 21st St.
Topeka, Kansas 66604

Schools

Child Evaluation' Center
Deaf -Blind Program

Child tvaleation Center
540 S. Preston
Louisville, Ky, 440220

Deaf -Blind .RrograM
,

Kentucky School for the Blind
.40.- Box, 60Q5

LouisVifleA,:*..402-06,*

Deaf-Blind Program
Paul L. Dunbarylementary
9330 Forshey_St:',..$

New 0rleans,'La.:.s70118,..
f

,

School

1 5
138.

Pinecrest State School
P.0 Box 191
Pineville, La. 71360

"S,

Mid State U.C.P.
125 State St.
Augusta, Maine

Institute for the Study of Mental,

Retardation and-Related Diabilities
University of Michigan
Ann Arbor, Michigan 48104

John Tenny Center
13220 Greenfield
Detroit, Michigan 48227

Deaf-Blind Program
Marquette School
480 Bennett St.
Muskegon, Michigan 49442

Preschool Handicapped Program
2075 Lee St.; S.W.
Wyoming, Michigan 49509

Lincoln Elementary School
Special Education, Rm. 34
Alexandria, Minn. 56308

Deaf-Blind Program .

Brainerd State Hospital
it, Oak St.

Box 349
Brainerd, Minn. 56401

Compensatory Transitional, Education

Minnesota Braille
\s.

and Sight Saving
School

Box '68

Faribault,.Minn. 5504

Program

ct

Mississippi DeafaBlind Program
Ellisville State School
111isVille, friiss: 39437

Deaf-Blind:Program
Higginsville Statg School'
Box 522

MO. 64037



Deaf-Blind Program
Missouri School forthe Blind
3815 Magnolia Ave.
St. Louis, Mo. 63110

School for Multi-Handicapped
Montana Center for Handicapped Children
Eastern Montana College ,

Billings, Montana 59101

New Hampshire Deaf,-;Blind Program

Amoskeag Center for Educational
-

ServiCes
4 Elm St.

Manchester, N.H. 03103

New Jersey Commission for the Blind
and Visually Impaired

1100 Raymond Blvd.
Newark, N.J. 07102

Education Department
Woodbridge State School
Rahway Ave.
Woodbridge, N.J. 07067

Esperanza Para Nuestros -Ninos
P.O. Box 12212
1820 Valdora S.W.
Albuquerque, New Mexico 87105

Deaf-Blind Program
New York State School for the Blind
Richmond Avenue
Batavia, New York 14020

Rubella Project,
Pediatric Services
Roosevelt Hospital
428 W. 59th St.
New York, N.Y. 10019

Deaf-Blind Program
Willowbrook Developmental Center
2760 Victory Blvd.
Staten Island, N.Y. 10314

Deaf-Blind Program
Developmental Learning Unit
O'Berry Center
Box 247
Goldsboro, N.C. 27530

Deaf-Blind Prosiam
Caswell Center
Box 909

Kinston, N.C. 28501

Deaf-Blind Residential Unit
Western Carolina Center
Enola Rd.

Morganton, N.C. 28655

Deaf-Blind Project
Hilltop Home
3600 New Bern Ave.
Raleigh, N.C. 27610

Tamity Lynn Center

301 Cardinal Gibbons Dr.
RaleighN.C. 27605'

Deaf-Blind Program
Grafton State School
Box 505
Grafton, N.D 58237

Deaf-Blind Clas%,
Schiel School, IF

.2821 Vine St.

Cincinnatti, Ohio 45219

Deaf-Blind Program
U.S. Grant School
4309 Arcadia
Dayton, Ohio 45420

Program for Exceptional Children
Toledo Bo'ard of Education
Manhattan and Elm Sts.
Toledo, Ohio 43608

Deaf-Blind Project
Children's Convalescent Center,
Box 888
Bethany, Okla. 73008

Oklahoma Cerebral Palsy Center
P.O. Box CC
Norman, Okla. 73069

The Little Lighthouse
202 S. Xanthus
Tulsa, Oklahoma 74104
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Program for Visually Handicapped
Child Service Center
220 N.E. Beech St.
Portland,: Oregon 97212

Deaf -Blind Project

Oregon State School for the Deaf
999 Locust N.E.
Salem, Oregon

Deaf-Blind Project
Western Pennsylvania

Blind Children
201S-N. Bellefield St.

Pittsburgh, Penn. 15213

School for

Project,PJkeS.H.
Meeting Street School
333 Grotto Ave.
Providence, R.I.

Deaf-Blind Unit
Coastal Center
Ladson, S.C. 29456

Deaf-Blind Program
South Dakota School for the

Visually Handicapped
423 17th Ave. S.E.
Aberdeen, S.D. 57401

Multisensory Handicapped Program
Box 399
Arlington, Tenn. 38104

Multiple Handicap Project
Box 158
Peabody College
Nashville, Tenn. 37203

West Texas Rehabilitation Center
4601 Hartford
Abilene, Texas

Deaf -Blind Project
Travis State School
P.O. Box 430
Austin; Texas 78767

St. John's Developmental Center
910 E. St. John's
Austin, Texas 78752

Deaf-Blind Project
Callier Center for Communication

Disorders
1966 Inwood Rd.
Dallas, Texas 75235

- '

Dallas County Assn. for the Blind
P.O. Box 64420
Dallas, Texas 75206

Deaf-Blind Program..

Rpgion XIX Education Service Center
6611 Boeing Dr.
P.O. Box 10716
El Paso, Texas 79997

Child Study Center
1300 W. 'Lancaster

Ft. Worth, Texas 76102'

Deaf--Blind Project

Fort Worth, ISD

5533 Whitman
Fort Worth; Texas 78133

Center for Multiple Handicapped
Children

3602 W. Dallas
Houston, Texas 77019

Deaf-Blind Project
Richmond State School
2100 Preston
Richmond, Texas 77469

Deaf-Blind Program
HarlandaledSD
102 Genevieve St.
San Antonio, Texas 78285

Ann Self Training Center
Rt. 1., Box 58-S

Helper, Utah 84526

Con-Amore Training Center
Box 88

Myton, Utah 84052

Ogden-Weber Education Center
1100 Orchard Ave.
Ogden, Utah 84404

140 00"



Garfield Sbhool

1838 S. 1500 E.
Salt Lake City, Utah 84105

Lindolnia Center
4710 N. Chambl4.ss St.

Alexandria, Virginia 22312

Arlington Public Schools
1426 N. Quincy St.
Arlington, Virginia 22207

Ashlawn Elementary School
5950 N. 8th St.
Arlington, Virginia 22205

National Children's Center
6200 2nd St. N.W.
Washington, D.C: 20010

Progress Center, Inc.
Deaf-Blind Unit
839 15th Ave.

Longview, Washington 98632

Hearing Impaired-Multihandicapped
Program

Experimental Education Unit
University of Washington
Seattle, Washington 98195

Fircrest Scho,olhouse
15230 15th Ave., N.E.

teattle, Washington 98155

Highline Public Schools
Administrative and Education

Resources Center
15675 Ambaum Blve., S.W.
Seattle, Washington 98177

Multi-Handicapped Project
Administrative Special Services
Shelton S.D. 309
Reed Bldg.
7th and Alder
Shelton, Washington 98584

Special Education Dept.
Central Kitsap 41401

P.O. Box 8
Silverdale, Washington 98383

.1.5u
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Special Education
South Bend Schools
500 E. 1st
South Bend, Washington 98586

Deaf-Blind Project
Oshkosh Area Public Schools
LiEl.coln Elementary School
608 Algoma Blvd.

Oshkosh, Wisc. 54901

Special Education
Sheboygan Public Schools
830 Virginia Va.
Sheboygan, Wisc. 53081

Special Programs
Laramie Schools
1948 Grand, Ave.
'Laramie, Wyoming 82070

0



c

'1 9

i

4 APPENDIX B: SITE VISITS

,..*..p.i....

c,

.0. c

\ if

4

t

c

0



0

el. .1* 1

Deaf-Blind Program
Talladega Institute for.

Deaf and Blind

Talladega, Alabama 35160

Technical Facility
Talladega Institute for

Deaf and Blind

Talladega, Alabama 35160

-Model Program for Multi - Handicapped
,UniN?ersity of 4;phama ,
P.O. Box 2846

Tuscaloosa, Alabama 35486

University of. Alabama
'Deaf-Blind Program
Department of 'SpecIal Education

Tuscaloosa, Alabama, 35486

SITE VISITS

North Hills Exceptional Children's
Schodl

207 Rainbow Lane
Sherwood, North Little Rock,

Aricansas

Diagnostic School for Neurologically
Handicapped Children

4339 State University Drive
Los Angeles, California 90032

Pilot Classroom: Project for Severely
Emotionally Disturbed Children

Macy School
2301 W. Russell St.,
La Habra, California 90631-

Neuropsychiatric Institute UCLA
Mental Retardation and Child

Psychiatry Program
760 Westwood Plaza
Los Angeles, California 90024

Itifant Studies Project

2167 Rehabilitation Center
1000 Veteran Avenue
University of California
Los Angeles, California 90024

o
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John Tracy-Zlinic .-

806 W. Adams Blvd.

Los Angeles, California 90007

Developmental Program
Sophia Salvin School
Los Angeles Unified Schools

-Laos.Angeles, California

Easy -San .Gaintiel

Multi - handicap ,ped

360 Ma'una Loa_ Avenue
. -

Glendora, Cal i-forni'e 91-74-0.

Tel ecoramun

Handicapped Children and Youth
University of Kentucky Research

Foundation
305 Kinhead Hall East Wing
UniversityStatinI-
Lexington, Kentucky 40506

Child Evaluation Center
University of Louisville

jePartment of Pediatrics, School
of Medicine

540 S. 'Preston St.

eouisville, Kentucky 40202

Deaf-Blind Program

Kentucky School for the Blind
P.O. Box 6005

fOuisville, Kentucky 40206

Early Childhood Program
Clinical Services,
University of Oregon
Eugene, Oregon 97403

Multiple Handicap Project
Box 158
nepbody

Nashville, Tennesse07203

Deaf-Blind Program
Texas State School for the Blind:

Annex
3710 Cedar St.
Austin, Texas 78705



Deaf-Blind Program
Travis State School
Webberville Road
Austin, Texas

Infant-Parent Program
1229 E. 9th

Austin, Texas 78702

s Developmental-Center
910 E.

AustinTtia-c 78757

Ada:soa 4tospitgi
.

Texas 78411

. _

--- . .---,-De-afLill-indiTtOgram and Multi-handicapped

_

Gallleenter-for Communication Disordeis
15 6 Inwood Road

,, Da las, Texas 75235

7

Center for Multiple Handicapped
Children

3602 W. Dallas
HoAton, Texas 77019

Houston Speech and Hearing Center
Division of Communicative

Disorders
Graduate School of Biomedical Sciences
University of Texas at Houston
1343 Moursund Ayenue
Houston, T as 77025

Deaf4Blind Program
Richmond State Sthool
2100 Preston St.
Richmond, Texas 77469

Deaf-Blipd Program
Harlandfe Independent School

DistOct
.102 Gelevieve St.

San Antonio, Texas 7828,

Senso -Moto# Trainii?.g

Deafilind Piogr3am
Utah §tate *aining 55
American Fork, Utah 8
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Granite School Rehabilitation
Center

A0" E. 3605, South
Salt Lake City, Utah

Hartviksen School
350 E. .3600 South
Salt Lake City, Utah

Experimental EduCation Unit
University of Washington
Seattle, Washington 98195
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PROGRAMS FOR SEVERELY,-HANDICAPPED

CHILDREN AND YOUTH

Ruby Luna, Project Director
Programs for_Severely Handicapped

Children and Youth
Esperanza Para Naestros Ninos
P. O. Box 12212
Valdora S.W.
Albuquerque, New Mexico 87105

Dr. Lawrence J. Turton, Project Director
Programs for Severely Handicapped

Children and Youth'
The Regents of the, University of

MiChigan
University of Michigan,
260 Research Administration Building
Ann Arbor, Michigan 48105

Dr. Don Ashurst, Project Director
Programs for Severely Handicapped

Children and Youth
California State Department of

Education,
721 Capitol Mall
Sacramento, California 95814

Dr. Henry J. Schroeder, Project Director
Programs for Severely Handicapped

Children and Youth
Indiana University Foundation
P. O. Box 'F

Bloomingtoh, In4ana 47401. ,/

Dr. Loretta Holder, Project Director
Programg for Severely Handicapped Children
University of Alabama
P. O. Box 2846
Tuscaloosa, Afabama.35486.

Dr. Tim Crowner, Project Director
Programs for Severely Handicapped

Children and Youth
Madison Public Schools, Jt. Dist.
545 W. DaytonSt.
Madison, Wisconsin 53703

Dr. Charles Spellman, Project
Director

Programs for Severely Hancapped
Children and Youth

Research Administration
University of Kansas
Lawrence, Kansas 06045

Dr. Victor L. Baldwin, Project
Director

Programs for Severely Handicapped'
Children end Youth

Teaching Research Division
Oregon State Systems of Higher

Education
Monmouth, Oregon 97361

Dr. Barbara Fazzano, Protect
Director

Easter Seal Society for Crippled

Children and Adults of Rhode
Island, Inc.

333 Grotto Ave.
Providence, Rhode I *06

Dr. Norris G. Haring, Project
Director

Programs for Severely Handicapped
Children and Youth

Unive'r'sity of Washington
201 Administration Bldg.
Seattle, Washington 98195 .

Task Force on Severely Handicapped Children and Youth, R. Paul Thompson, Chairman
'Bureau of Education for the Handicapped

1

7th and D St., S.W.
,Washingt6h, D.C. 20202
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APPRAISAL ALTERNATIVES

AdaptiVe Behavior Scales
K. Nihira et al.

'American Assn. on
Deficiency

5201 Connecticut Ave. N.W.
r", Washington, D.C. 20015

Alpern-Boll-Developinental Profile
Gerald Alpern & Thomas Boll
Psyoll.fflogical Development Publ.

Indianapolis, Indiana..

General Assessment

Mental

Assessment in Infancy: Ordinal
Scales 'of Psychological Development
Ina C. Uzgiris & J. McVicker Hunt
University of Illinois Press
Urbana, Illinois ,

Bayley .Scaies of Infant Development
Nancy Bayley
The Psychological Corporation
304 E. 45th St.
Newt York,'N'.Y. 10017.

Behavioral Characteriptits Progression
Santa Cruz County Office of Kduc.
Wort Corporation
Publicetions'Dept. D
P. O. Box 11132
talc) Alto, Califbrnia 94306

Boehm Test,of Basic Concepts
Ann E. Boehm
Psychological Corporation
304 E. 45th 'St.

New York, N.Y. , 10017

Boyd Developmental Sc e

(No further information available)

Brainer d Occupational Preference Inventory
\Paul Brainard, et al

..'.J0Psychological *Corporation

-304 E. 45th St.

New York, N.Y. 10017 .

1G
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Callier-Azusa Scale
Collier. Center for Communication

Disorders
1966 Inwood Rd.
Dallas, Texas 75235

Camelot Behavior Checklist
Edmark Associates
13249 Northup Way
Bellevue, Washington 98005

Cattell Infant Intelligence Scale
P. Cattell

Psychological Corporation
304 E. 45th. St.

'New York, N.V. 10017

Cerebral Palsy AsseSimeni_Chart
(UCP Checklist)`

Included'in A Developmental
'Approach to,Casefinding

Una Haynes

U. S..Government Printing
OffiLe

Washington, D.C. 2002

DASIE

California State Dept. of Educ:
Sacramento, California 95814

Denver Developmental Screening
'° Test

W. Frankenburg, et al.
Ladoca Project & Publ. Pound.
4. 51st & Lincoln St.
Denver, Colorado 80216

Developmental Evaluation Checklist
Pediatric Services
Roosevelt Hospital

''428 W.- 59th St.

New York, N.Y. 10019

.Nr



Developmental Potential of Preschool
Children: An Evaluation of Intel-

lectual, Sensory, and Emotional
Functioning

E. Haeussermann
Grune & Stratton'
381 Park Ave. South
New Yeck, N.Y. 10016

Developmental Profile
Child Development and Mental Retar-

dation .Center

University of Washington
Seattle, Eashington 98122

Ellisville State School Assessment
Mississippi Deaf-Blind Evaluation

Center
Ellisville State School
Ellisville, Mississippi 39437

Georgia Academy for the Blind
Checklist'

Georgia Academy for the Blind
Macon, Georgia

Georgia Center for the Multi-Handi-
capped Assessment Scales
385 Glendale Rd.

Scottsdale, Ga. 30079

Gesell Developmental Schedules
A. Gesell, et a.1..

.Psychological Corporation
304 E. 45th St.
NeW York, N.Y. 10017

Higginsville Behavior Scale
(No further information available)

Learning Accomplishment Profile (LAP)
Infant Learning Accomplishment Profile

Anne Sanford
Chapel Hill Training-Outreach

Project
Lincoln Center
Chapel Hill, N.C.

1 G','
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Lexington Developmental Scale
Unyced Cerebral Palsy of the
Bluegrass

Springhill Drive
Lexington, Kentucky 40503

'Manual for the Assessment of a
"Deaf-Blind" MUlti-Handicapped Child
M. Collins and J. M. Rudolph
Michigan School for the Blind
Deaf-Blind Department
715 Willow St.

Lansing, Michigan 48906

Meeting St. School Scredhing Test
Peter K. Hainsworth, eeal.
Meeting St. School
333 Grotto Ave.

Providence, Rhode Island, 02906

Prescriptive Teaching Program for Mul-
tiply Handicapped Nursery School
Children: Skills Sequence Check-

-list
Meyer Children's

Institute
University of Nebraska Medical

Center
Omaha, Nebraska

Rehabilitation

Mid-Atlantic Regional Center Develop-
mental Checklist for Deaf-Blind
Mid - Atlantic & Caribbean Regional

Deaf-Blind Center
c/o New York Institute for,the

Education of the lind
999 Pelham Parkway
Bronx, New York 10469

Multiple Disabilities Telediagnostic
'protocol
(No other information argrfabe-/

Piagetian Infancy Scales
A. Honig

Children's Center
Syracuse University
100 Walnut Place
Syracuse, N.Y. 13210

,



The Portage Guide to Early Education:

Instructions and Checklist (Exper-
imental Edition)

D. Shearer, et al.

Cooperative Educational Service
Agency #12

Portage, Wisconsin 53701

Preschool Attainment Record, Re-
search Edition (PAR)
Edgar A. Doll

AMerican Guidance Service, Inc.
Publisher's Bldg.
Circle Pines, Minnesota 55014

Progress Assessment Chart (PAC)
Primary Progress Assessment Chart

Social Development (P-PAC)
H. C. Gunzburg

SEFA (Publications) Ltd.
240 Holliday St.
Birmingham BI ISJ, England

SEMBCS Developmental Scale
SEMBCS -'Multihandicapped
2450 S. Wabash

.

Denver,' Colorado 80110
.

Teaching Research Motor-Development
Scale

H.D. Fredricks, et al;
Charles C. Thomas
301 -327 E. Lawrence Ave.

Springfield, Ill. 62703

Teaching Research Test
Teaching Research

Monmouth, Oregon 97361

of Topeka Assn. for Retarded Children. ,

Assessment Inventory '(TARC)
HRH Enterprises
P. O. Box 3342

Lawrence, Kansas 66044

Pupil Record of Educational Behavior
Teaching Resources Corporation
100 Boylston
Boston, Mass. 02116

Rainer School Assessment
(No further information available)

Santa Clara Inventory of Developmental
Tasks

R. L. Zweig Associates
520 Richey Ave.

W. Collingswood, New Jersey 08107

Screening

Kindergarten Entrance Inventory
No further information available)

Manual for the Deaf-Blind Program
and Ability Screening Test
J. Lyall, V. Henry, G. Graham &

S. Lassiter

Mississippi Deaf-Blincr,,Evaluation
qpnter

Ellisville State School

Ellisvilie, Mississippi 39437

United Developmental Services &
Stonebelt Developmental Evalua-

tion and Programming Guide
.c/0 Stone Belt Center
6$15 E. 10th St.

Bloomington, Ind. 47401

Wabash Deve;opmental Guide for
Early Developmental Training
Wabash Center
2000 GreenbUsh
Lafayette,,Ind. 47904

Nonverbal Developmental Screening
Inventory (Experimental Edition)
Rebecca DuBose

George 'Peabody College for. Teachers
Nashville, Tenn. 37203

Screening Questionnaire for Deaf-4
Blind Children under Residential

r Care

Perkins School for the Blind
Department, for Deaf-Blind Children
175 N. Beacon St.

Watertown, Mass. 02172



Screening Test for Vse with the
Visually Oriented Deaf -Blind
J. Elioseff
Unpublished Paper
Perkins School for the Blind
Department for Deaf-Blind Children
175 N. Beacon St.
WatertOwn, Mass. 02172

Communication

Assessment of Chiidren's Language
Comprehension (ACLC)
R. Foster, J. J. Giddan & Joel Stark
Consulting Psychologists Press, Inc.
577 College Ave.
Palo Alto, California 94306

Carrow Test for Auditory Comprehension
of Language
E. Carrow-Woolfolk
Learning Concepts
2501 N. Lamar N.W.
Austin, Texas 78705

Goldman-Fristoe Test of Articulation
'R. Goldman & M. Fristoe
American Guidance Services, Inc.
Publisher's Bldg.'
Circle Pines, Minn. 55014

Goldman-Fristoe-Woodcock Test of
Auditory DiscriMinatiOn
R. Goldman, M. Fristoe & R. Woodcock
American Guidance Services, Inc.
Publisher's Bldg.
Circle Pines, Minn: 55014

Hejna Developmental Articulation Test
R. F. Hejna
College Typing Co.
Madison; Wisconsin

HoustonTest for Language Development
M. Crabtree
Houston Test Co.,
P. O. Box 35152
Houston, Texas 77035

151

Illinois Test of Psycholinguistic
Ability (ITPA)
J. McCarthy & Kirk
University of Illinot8 Press
Urbana, Illinois

Inner Language Scale
M. Branston & R. DuBose
George-Peabody College for

Teachers
NashVille, Tennessee 37203

Language Behavior Rating Scale for
Young Multihandicapped Children-
C. D. Gay
Graduate School of Education
'UCLA

Los Angeles, California 90024

Mecham Verbal Language Development
ScaTe

M. J. Mecham
American Guidance Service, Inc.'
Publisher's Bldg.
Circle Pines, Minn. 55014.

Northwestern Syntax Screening
Test (NSST
L. Lee

Northwestern University Press
1735 Benson Ave.
Evanston, Illinois 60201

Parsons Language Sample
In "The Assessment of Speech

and language of Retarded
Children: the Parsons Language
5ample," J. E. Spradlin, Journal .

of Speech and Hearing Disorders,
SUFPlement No. 10, Jan., 1963.

,



Photo Articulation Test ..s.ce

K. Pendergast, S. E. Dick* J..
Selmar & A. Soder

Interstate Printers & Publish-efs
Inc.

dry 1927 N. Jackson St.
Danville, 111.61832

The Preschool Language Scale
I. L.,Zimmerman, V. Steiner &

R. Evatt

Charles E. Merrill Publishing Co
Columbus; Ohid 43201

The Receptive Expressive Emergent
Language Scale (REEL)
K. Bzoch & R. League
Tree of Life Press

4

'Gainesville, Florida :32601
111:

Reynell Developmental Language Scales,
Experimental Edition
J. Reynell
NFER Publishing Co.
2 Jennings Bldg.
Thames Avenue
Windsor, Berks SL4 IQS, England

,

R. E. F. language Scale (Gesell)
(NO further information available)

Sequenced,Inven*y of Language
LievelopmenILD)
.(No fUrther information available)

it

Utah Test of Language Development,
Revised' Edition

M. J. Mecham, J. L. Jex & J. D.
Jones

Communication Research Associates,
inc.

Box 11012

Salt Lake City, Utah 84111

Milwaukee Language Evaluation Scale
University of Wisconsin in

Milwaukee
3203 N. Downer

Milwaukee, Wisconsin 53701

Self-Help Skills

Ginzberg Scale for Basic Academic
and Self-Help Skills
(No further information available)

Peabody College Checklist for Severely
Handicapped
George Peabody College for Teachers
Nashville, Tennessee 37203

1

170
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Manual for Education of Multiple
Handicapped Children

SelfHelp Development: Eating Skills
George Peabody College for Teachers
Nashville; Tennessee 37203

New York State School for
Self Help Rating List
Deaf-blind Program
N. Y. State School for the Blind
Richmond Avenue
Batavia, N. Y. 14020

the



Cognition

Balthazar Scales of Adaptive Behavior
E. E. Balthazar

Consulting Psychologists Press, Inc.
577 College Avenue,

Palo Alto, California 94306

Columbia Mental Maturity Scale
L..H. Blum, B. Burgemeister &
I. Lorge

Harcourt, Brace & Javanovich,-Inc.
New York, N.Y.

Detroit Tests of Learning Aptitude
H. J. Baker & B. Leland
Bobbs-Merrill Co:, Inc.
4300 W. 62nd St.

Indianapolis, Indiana 46268

French Pictorial Test of Intelligence
(author - unknown)

Houghton Mifflin
53 W. 43rd St.
New York, N.Y. 10036

Hayes-Binet

(adaptation of the Stanford-Bine't
for the visually impaired)
Perkins School for the Blind
175 N. Beacon St.

Watertown, Mass. 02172

Hiskey-Nebraska Test of Learning Aptitude
M. S. Hiskey
5640 Baldwin
Lincoln, Nebraska 68508

Leiter International Per,formance Scale
R. G. Leiter & G. Althur
Stoelting Company
1350 8. Kostner-Ave.
Chicago, Ill. 60623

McCarthy Scales of Children's Abilities
D. McCarthy

Psychological Corporation
304 E. 45th St.
New York, N.Y. 10017

171.
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,Merrill-Palmer Scale of Mental Tests
R. :Stutsman

Stoelting Compaiy
1350 S..Kostnet Avenue

,ChiCago, Illinois 60623

Ontario School Ability Examination
H. moss
Ryerspn Press
299 Queen St. W.
Toronto 2B
Ontario, Canada

Peabody Individual Achieement Test
L. M. Dunn & F. Markwardt, Jr.
American Guidance Service, Inc.
Circle Pines, Minnesota 55014

Peabody Intellectual Performance
, Scale
R. DuBose
John F. Kenfiedy Center
George Peabody School for Teachers
Nashville, Tennessee 37203

Peabody Picture Vocabulary Test
L. Dunn

American Guidance Service, Inc.
Circle Pines Minnesota 55014

Primary Mental Abilities Test
L. L. Thurstone & T.G. Thurstone
Science Research Associates
259 E. Erie/St.
Chicago, Ill. 60611

Slosson Intelligence Test
R. L. Slosson

Slosson Educational Zublications
140 Pine St.
E. Aurora, N.Y. 14052

Stanford Binet Intelligence Scale
L. M. Terman & M. A. Merrill
Houghton Mifflin Co.
110 Tremont St.
Boston, Mass. 02107



Wechsler Adult Intelligence SZKe
D. Wechsler
Psychological Corporation
304 E. 45th St.
New York, N.Y. 10017'

Wechsler Intelligence Scales for
Children .

D. Wechsler
Psychological Corporation
304 E. 45th St.
New York, N. Y. 10017

Wechsler Preschool and Primary Scales
of Intelligence
D. Wechsler

Social-Emotional

Academic and Social Behavior Assessment
Kit

Major Contributors: N. Haring, M.
Eaton, D. Gentry, F. Anderson,
M. Clark, C. Rinke, & Z. Weaver

Experimental Educational Unit
Child Developmental' and Mental

Retardation
University of Washington
Seattle, Washington

Adaptive Behavior Scales
R. DuBose
John F. Kennedy Center
George Peabody College for Teachers,
Nashville, Tennessee 37203

Behavior Maturity Rating Scale for
Nursery School Children
W. Joel & J. Joel
(Out of print)

Bender-Gestalt Test
G. Pascal and -B. J. Suttell
Grune and Stratton, Inc.
381 Park Ave., S.
New York, N.Y. 10016

Bender-Gestalt Test: Revised
M. L. Hutt & G. J. Briskin
Grune and Stratton, Inc.
381 Park Ave., S.
New York, N.Y. 10016

4,4

Psychological Corporation
304 E. 45th St.
New York, N.Y.' 10017

Visual-Motor Gestalt Test.
L. Bender
American Orthopsychiatric Assoc.
1790 Broadway
New York, N.Y. 10017

Children's Apperception Test
Children!s Apperception Test-(Human

Figlites)

-L. Bellak et al.
CPS, Inc. -

P. O. Box 83
Larchmont, N.Y. 16538

Edwards Personal Preference Schedule
(EPPSY)

A. Edwards

Psychological C9rporation
304 E. 45th St.
New York, N.Y. 10017

Fairview SOcial Skills Scale: For
Mildly and Moderately Retarded
R. T. Roes & J. S. Granpiccolo
Fairview State Hospital
Research Dept. 250
Harbor Blvd.
Costa Mesa, California 92626

Family Relations Test: An Objective
Technique'fav 4xploting Emotional
Attitudes in Children
E. Bene & J. Anthony

'

National Foundation for Educational
Research England and Wales

79 Wimpole St.

London W.I., England

154



House-Tree-Person (H-T-P)
J. N. Buck &'I. Jolles -

Western Psychological Services
12031 Wilshire Blvd.
Los Angeles, California-90213

How I See Myself Scale
I. J. Gordon

Institute for Development of Human
Resources

University of Florida
Gainesville, Florida 82611

Interpersonal Checklist
R. LaForge, T. Leary et al
83 Homestead Blvd.

Mill Valley, California 94941

Maxfield-Buchholz Scale of Social Maturity
for Use with Preschool Blind Children
K. E. Maxfield & S. Buchholz
American Foundation for the Blind, Inc.
15 W. 16th St.
New York, N.Y. 10011

Rorschach Inkblot
Hermann Rorschach
Giude and.Stfit:ton
381 Park AvenueSouth
New York,N.Y.-10016

Thematic Apperception Test (TAT)
H. A. Murray
Howard University Press
79 Garden St.

Cambridge, Mass. 02138

Vineland Social Maturity Scale
E. Doll

American Guidance Service
Circle Pines, Minn. 55014

Sensory/Sensory-Motor

Bender Visual 'motor Gestalt Test for
Children
A. Clawson
Western Psychological Servitces
Box775
Beverly. Hills,, Calif. 94713

Blin(L.Learning Aptitude TAt
T.E: Newland
Conference on Research on Braille
American Foundation for the Blind
New York, N.Y. 10001

Developmental Test of Visual-Motor
Integration
K.E. Beery & N.A. Buktenica
Follett Publishing Company
1010.W. Washington Blve.
Chicago, Ill. 60607

155

Marianne Frostig Developmental
Test of Visual Perception''
M.tFrostig, et al.
Consulting Psychologist Press
577 College Avenue
Palo Alto, California 94306

Keystone Visual Screening Test
(author unknown)
Keystone View
2212 E. 12th St.
Davenport, Iolwa 52803

Manual for Visual Assessment Kit
C. Ficociello-

Area Centers for Services to
Deaf-Blind Children

Callier Center for Communication
Disorders

1966 Inwood Rd.
Dallas, Texas 75235



Operant Audiometry Manual for Difficult-
.to-Test Children

D. Brigker, W. Bricker & L. Larsen
Institute of Mental Retardation and

Intellectual Development
George Peabody College for Teachers
Nashville, Tenn. 37203

Motor/Physical"

Bobath

See: B. Bobath. Neuro-development

treatment. Journal of American
Physical Therapy, 1967, 47(11),
1039-1041.

Body Image of Blind Children
B. Cratty, et al.

American Foundation for the Blind
15 W. 16th St.
New York, N.Y. 10011

California Sensory Integration Test
(author unknown)
(includes Ayres Space Test) /
Western Psychological Services
Box '775

Beverly Hills, California 94713

Hughes Motor 'Development Test..
(No further information available)

Jebson-Taylor Hand Function
(No further information available)

Lincoln-Oseretsky Motor Development
Scale
W. Sloan
Stoelting Company
1350 S. Kostner Ave.
Chicago, Ill. 60623

Manual Skills Progress Record'(MSPR)
Oregon State. Mental Health Division
Monmouth, Oregon 9736o

Milani Comparetti
E. H. Pearson, Project Director
Meyer's Ch.ildren's Rehabilitation

Institu
University of Nebraska Medical

Center
Omaha, Hebraska 68131

156
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VisUal Efficiency Scale
Natalie Barraga

American Printing House for the
Blind

Louisville, Kentucky 40501

Neuro-physiological Concept of
Facilitation Techniques
(No further information available)

Oseretsky Tests of Motor Proficiency
N. Oseretsky

English Translation: E. J. Fosa
Educational Test Bureau
720 Washington Avenue SE
Minneapolis, Minn. 55414

Peabody Developmental Motor Scales
R. Folio & R. DuBose
John F. Kennedy Center
George Peabody College for

Teachers

Nashville, Tennessee 37203

Purdue Perceptual-Motor Survey
E.G. Roach, et al.
Charles E. Merrill Publishing

Company
300 Alum Creek Drive
Columbus, Ohio 43216

Rhode Sentence Completion Test
Amanda Rohde
Western Psychological Services
'12013 Wilshire Blvd.

Los Angeles, California 90025

a



Academic

Basic Educational Skills Inventory
(author unknown)
B. L. Winch & Associates
(address unknown)

Botel Reading Inventory
N. Botel
Follett Educational Corp.
1010 W. Washington Blvd.
Chicago, Ill. 60607

California Achievement Tests:
Mathematics, 1970 Edition
E. W. Liegs & W.W. Clark
McGraw-Hill Book Company, Inc.
330 W. 42nd St.
New York, N.Y. 10036

Classroom Reading Inventory
N.J. Silvaroli, et al.
William C. Brown Company
2460 Kerper Blvd.
Dubuque, Iowa 52001

Doren Diagnostic Reading Test of
Word Recognition Skills, 1973

Edition

American Guidance Service
Publishers Bldg.
Circle Pines, Minn. 55014

Durrell Analysis of Reading
Difficulty
D. Durrell

Harcourt, Brace & Jovanovich,, Inc.
757 Third Ave.
New York, N.Y. 10(117

Gray Oral Reading Test
W. S. Gray-

Bobbs-Merrill Company
4300 W. 62nd St.
Indianapolis, Ind, 46268

4r,
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Key Math Diagnostic Arithmetic Test
A. J. Connolly, et al.
American Guidance Service, Inc.
Publisher's Bldg.
Circle Pines, Minn. 55014

Metropolitan Achievement Tests
(several different batteries)
W. Durost, et al.
Harcourt, Brace & Jovanovich, Inc.
757 3rd Ave.

New York, N.Y. 10017

Peabody Individual Achievement Test
Lloyd Dunn, et al.

American Guidance Service
Publishers Building
Circle Pines, Minn. 55014

Screening Probe for Academic Assess-
ment Battery
Experimental Education Unit
Child Development and Mental

Retardation Center
University of Washington
Seattle, Washington

Wide-Range Achievement Test, Revised
Edition
J. F. Jastak, et al.
Guidance Association of Delaware
1526 Gilpen Ave.
Wilmington, Delaware 19806

Woodcock Reading Mastery Test
R. W. Woodcock
American Guidance Service, Inc.
Publishers Bldg.
.circle Pines, Minn. 55014

ZimmerMan,-Sanders Social Studies Test
J. Zimmerman, et al.
Bureau of Educational Meaaure-

ments- ' *

Kansas State Teachers College
1200 ComMercial
Emporia, Kansas 66802
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CURRICULUM ALTERNATIVES

General Curricula

Activity Handbook for Multihandicapped
Deaf Children

(No further information available)

Behaviofal Characteristics Progression
Santa Cruz County Office of Education
Vort Corporation
Publications Dept. D
P. O. Box 11132
Palo Alto, Calif. 9430f)

Clark School for the Deaf Curriculum
Henshaw Ave.
Northampton, Mass.

Comprehensive Curriculum of Basic Devel-
opmental Skills_for Childen
(No further information available)

Corvallis Program for the Mentally
Retarded _

(I4 further information available)

Curriculum Guide for the Multi-Handi-
capped
I. Barrera

Education Service Center
Region XX
San Antonio, Texas 78200

Curriculum Guide for Teachers of the
Educable Mentally Handicapped
H. Goldstein

Interstate Printers and Publishers,
Inc.

'Danville, Ill. 6183Z

Curriculum Guide from the Center of
Behavioral Studies
Center of Behavioral Studies
North Texas State University,
Denton, Texas 76203

17
159

Deaf-Blind Program Curriculum
J. Grauer, G. Roeves, D. Campbell
0 & S. Britt

Deaf-Blind Program
Georgia Academy for the Blind
Macon, Georgia

Early Childhood Education Program for
the Handicapped: An Individualized

Program
E. Cano & B. Schmidt
Edgewood Independent School District
San Antonio, Texas

East San Gabriel Valley Program for
Multi-Handicapped Children
East, San Gabriel Valley Schools
360 W. Mauna Loa Ave.
Glendora, Calif. 91740

Educational Beginnings with Deaf-
Blind Children
N. Robbins

Perkins School for the Blind
175 N.' Beacon St.

Watertown, Mass. 02172

Education and Care of Moderat&ly and
Severely Retafded Children
G. Alpern & T. Boll (Eds.)
Special Child Publications, Inc.
4535 Union Bay Place N.E.
Seattle, Washington 98105

A Framework for Preschool Curriculum
Based on P &aget's Theo6y

.

C. Kamii & N. L. Radin
Ypsilanti Public Schools
Ypsilanti, Midi. 48197



General Outline for a Training Program
of Deaf - Blind' Children in State

Hospital Settings
A. Bisno,
c/o Diagnostic School for Neuro-

logically Handicapped Children
4339 State University Drive
Los Angeles, California 90032

Guide for the Instruction and Training
of the Profoundly Retarded and

Severely Multi-Handicapped Child
T. Ball (Ed.)

Santa Cruz County Board of Educ.
Santa Cruz, Calif. 95060

Guide to the Early Ed,acation of the
Hearing Impaired
WisOnsin Dept. of Public Instruc-

tion

Madison, Wisc. 53700

Intellectual Stimulation for Infants
I. J. Gordon

iti

, Institute for Development of ''

Human Resources
University of Florida
Gainesville, Florida 32601

Jefferson Co. Schools Curriculum
Jefferson Co., Colorado

(No further information available)

Manual for the Assessment of a Deaf-
Blind Multiply Handicapped Child
11: Collins ,& J. Rudolph

Michigan State School- for the
Blind

Deaf-Blind Dept.
715 Willow St.

Lansing, Mich. 48906

Michigan State School for the Blind
Curriculum
Michigan State School for the

Blind,
715 Willow St.
Lansing, Michigan 48906

.

160.

,Midwest Regional ResOurce Center Guide

1

for the Evaluation of Deaf=Blind.,
Children
Midwest Regional.Centei for Ser-

vices toTheaf-Blind
c/o Michigan State School for the

Blind
715 Willow St.
Lansing, Michigan 48906

Guide to ServicA for the Deaf-Blind
Georgia Center for the Multi-

Handicapped
DeKalb Co. Board of Educ.
DeKalb Co., Georgia

Performance Objectives for Preschool
, 1 Children

G. 3. Schirmer (Ed.), Project,
Director

810 N. Lincoln Rd.

Escanaba, Michigan 49829

Piaget-Derived Preschool?Curriculum
H. Sonquist, C. Kamii, & L. Denman
Ypsilanti Public Schools
Ypsilanti, Michigan 48197

Planning Guide to the Preschool Curri-
culum: The Child, the Process, the

J. Findlay, P. Miller, A. Pegram, L.
Richey, A. Sanford & B. Semrau

Kaplan School Supply Corp.
600 Jonestown Rd.
-Winston-Salem, N.C. 27103

Practical Guide to tie Training of Low
Functioning Deaf-Blind Children
M. J. Watson, J. L. Nicholas .

Oakhill School
120 Holcomb St.
Hartford,' Conn. 06112

"Preschool" Period for Deaf-Blind
Children: Developmental Level 4 to

24 Months
C. Johnson
Perkins Sthool for
175 Beacon St.

the Blind
-40

Watertown, Mass. 02172



Portage Guide'tdEarly.EducatiOn_
D. sheerer,-,Y. Billingsley, A. Frohman',....

J. Hilliard,%F, Johnson & M. Shearer
CooperatiVe Eaticational,$prvice

Agency #12''

Portage, WisconsinA3701

Priggram of Individual Educational
Behavior

Turnbow,'S. B. TurnboW
*(No fdrther information available)

Project MORE Modules: Eating, Tooth-
,-

brushing,Handwashingr Noseblowing
Edmark Associates
13249 Northup Way
Bellevue, Wash gon 98005

\
Research Infant and Child Center

-CurriculuMfor the.Moderately.
and Severely Handicapped, 1975

B. Fredericks, et al.

-.Teaohing,Researck__.z
Monhouth,,Oregon 97361

a.

'."Right-to-.Education Child:..A Curriculum

-far the Seveiely and Profoundly
Mentally Retarded,

D., Ayers, M. Sinco.&;E. Stales
:Charles 1C. Thomas Co.
Bannergtone House',
30I-327,E. Lawrence Ave.
Springfield,.I11. fi2701

Slow Learning Program in Elementary and
4

4 Secondary. ' .9

Cincinnati, Ohio .

g

. .cNO further Information available)
,..

.. . .

Special Education Activity' Handbooks

Abilene Independent'Sgbooi District 4
.Abilene, Texas 79601:

it

.
.

Specific,Skills,Developmental'Program-
Dallas CO, MH-MR Center.
1200 S.teMmons Towers North -

271.0^SteMmons Freeway
Dallas, ,Texas 75207,

53 ,

t. '11;4

/ 4

I

A Structured Teaching/Learning PrOgram
for Severely and-Multiply Handi-

capped Childien
. 6'

"E. Ekey,et al.
Lincolnia Center for the Multiply

Handicapped
4710 N.'Chambliss
Alexandria, Va. 22312
(ReNhsed editiont to be

1975-76 school' year)
able in

*Suggested Curriculum for Multiple
Handicaps
V. Hart ,

George Peabody Coilegepr
Dept. of Special Education
Nashville, Tenn. 37203.

d

Teachers ,

Systematic Instructioh for. Retarded
, Children: The IllinOid rogkim

Part I: Teacher-fatent Guide .

'Pare II: Systematic Language
-Instruction V,.

Part III: Self-Help Instruction
Part IV: Motor Performance and

Recreation Instruction .

Interstate Printers andPublishers
Danlalle, Iii. 61832

. A Systems Approach.to Individualizing

t

Instruction for Ylmng Deaf Children
F. Powell & J:,:luAoughs (Eds.)
Callier Center' for- COmmunication
1966'Inwood Rd.

,

Dalla'S,',Texas 75235

Teaching,Research Curriculum.. for
Moderately,and Severely Handicapped,

.Teaching.-Research Infant and Child
Center Staff

` Charles E. Merrill Pubilshing Co.
- 1300 Alumdreek.Drive:

Columb4s, Ohio, 43217

United DevelOpmental Services .and S
belt Developmental Evaluatiori,an

Programming Guide
Stonebelt Center
2815'E. lOtti St.

Eloomington,,Ind. 47401

, 161 '..
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Wabash Guide to Early Developmental
Training
Wabash Center
2000 Greenbush
Lafayette, Ind. 47904

C nication

Auflitory Training in the PeriieE
Deaf-Blind Department
N. Robbins
Perkins School for the Blind
175 Beacon St.

'Watertown, Mass. 02172,

Basic Colirse in Manual Communication
(ABG)

Communicative Skills Program
T O'Rourke, Director
National Assoc. for the Deaf
Silver Spring, Maryland

-Curriculum Guide for the Hearing
Impaited 'in Metro-Atlanta Area
'(No further information available)

Kalb Cquniy"Freschool Language Devel-
opment Guide

QeKalb Cp. Board of Education
DeKalb Co., Georgia

Early lianSuageNJntervention System
D. BriCker & W. Bricker
George Peabody College for

Teachers
Nashville, Tenn, 37203

7'

Envitonmental Programming fOr the
DeafABfind: Talk to the Deaf
(No furter infOimation4a,laflable)

. -

Getting Your BabT,Ready.to Talk: A'
Home Study Plan for Infant .Language-

Development ,

Joh Tracy Clinic'
806 W. A` -dams Blvkk

Los Angeles, Calif. 90007

fic

18tt

162

Language and Learning Disorders of the
Pre-Academic Child: With Curriculum

Guide 1'

T. Bangs

Appleton-Century Crofts
New York, N.Y.

Language Training Program for Young
Developmentally Delayed Children
D. Bricker, L. Dennison, L. Wats6n

& L. Vincent-Smith
Institute on Mental Retardation and

Intellectual Development
George Peabody College fot Teachers
Nashville, Tenn. 37203

Murdock's Language Program
,(No further information available)

Non7Speech Language Imitation Program"
Carrier

H&H Enterprises, Inc.
Box 3342
Lawrence, Kansas 66044

PlayeIt by Ear
. E. Lowell & M. Stver
, John Tracy Clinic .

806 W. Adams
Los Angeles, Calif. 90007'

Irosrammes for Non-Verbal Children
F.J. Southwell, Headmaster,
Lea Castle Hospital Special School
(No further information available)

.

Say-lt with Hands
L. Fent

National Assoc..Of-the Deaf
814 Thayer'Ave.

Sikver'Sprin'g',-Maryland 20910e
4.0
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-Signing Exact English (SEE)
Signing Exact English Supplement

Publishing, Division'

National Assoc. of the Deaf
814 Thayer Ave.
Silver Spring, Maryland 20910

Speech Beginnings in the Deaf-Blind
* _Child

-N. Robbins

Perkins School for the Blind
175 Beacon St.
Watertown, Mass.02172

Self-Help/Daily

Syntax and Concepts

,,,(Adaptation of Stremmel and Warjas'
4=-"

curriculum; no further information
available)

Utah SchO61 for the Deaf: Language
Curriculum & Speech. Curriculum
(No further info4mation available)

Living

. Activities of Daily Living
(No further information .available)

Behavior Modification FrOgrams for
Teaching Self-Help Skills
R. A. Miller & W. P. Houghton-
.Psychology Services' ,

Murdoch Center
Butner, North Carolina

Manual for the Developm &nt of.SelfA
Jielp,Skills in Multiply Handicaeladd.

Children (Exp.iEd., Nov., 1971)
George Peabody Collegelfor'Teachers.

Nashlrille, Tennessee 37201

Practical Life Activities.
Child Study Center,
University of Oklahoma Health

-Science Center
Deaf-Blind Program
214 E. Madison,
Oklahoma City, Okla.

Problem Feeder Mini-Workshop
M.A. Reilly (Ed.)
Callier Center for Communication

Disorders
-,--19-6-6-ifisg-Ocid Rd,
'Dail* Texas 75235.

Leaching'Eatirtg Behavidr, '
Area Center fdx,Sery.10,9

Deafr=Blind Childrep

Callier Center for Cam*unlit.ition
Disorders

--'1966 Inwood .Rd'.,

DalIaS, Texas 152.5

Toilet Training in Less than Day,

'y!, H. Airin;'& Foxx'
.isearch, Press
Box h77F
Champaign, Ill. 61820-

Sensory/Sendipry,Motor

A.B.C.
, of Auditory Training

(No

Baric-Sepse--The Sense of Weight
Child Study Center
University of Oklaho,a

Sciences Center
Deaf -Mind Program

, 214 K. Madisdn

Oklahoma City, 41a.

Ruth Cheves Program
further information available) Teaching Itesources Corporation

100 Boxlson
Boston, Mass. 02116

Developing.Learningatadiness (Tactile
and Kinesthetic).

'McGraw-nill, Inc.
1 8 j. 330 W.-42nd St.

New Yerk; N.Y. 10036

Health

.163



Marianne.Frostig Developmental Test
Visual Perception
M. Frostig, et. al.

Consulting Psychologists Press-
577 College Avenue
Palo Alto, Calif. .94306

of Teacher's Guide for Development of
Visual Learning Abilities and

zation of Low Vision
N. C. Barraga

Dept. of'Special Education
University of Texas
Austin, Texas 78712

Hadley Relevant Listening_
(No further information available)

Kinesthesis
Child Study Center
University of Oklahoma Health

Sciences Center
Deaf-Blind Program
214 Madison
Oklahoma City, Okla.

Sensorimotor Dysfunction in Primary
School Children
Galeta Calif.

(No further information available).

Utili-

Teaching Manual for Sensory Stimulation
of the Bedfast Multiply Handicapped

Retardate
Oscilee, Loftin sE, Cooksey
Austin State School
Austin, Texas

Focusing and Tracking for a Child with
Impaired Vision
Child Study Center
University of Oklahoma Health

Sciences- Center

Deaf-Blind Program
214 E. Madison
Oklahoma City, Okla,

Tactile Discrimination
Child Study Center
University of Oklahoma Health

Sciences Center'
Deaf-Blind Program
214 E. Madison
Oklahoma City, Okla.

Motor/Physical _

Developmental Exercises or Non-
Ambulatory Deaf-Bli hildren
C. Stone
(No further information available):

Habilitation Techniques: Infant and
Early'Childhood Stimulation '

A. Atkingon & L. Holder
c/o Model Demonstration Center for

the Severely Handicapped
R. . Box 2592

. Uni ersity of Alabama
,.,

Tuscaloosa, Alabama,35486

Hos'ital Sensory Motor Program
J. D. Jex
Utah State Training School
American Fork, Utah

164

Motor Development Program
Madison Public-Schools-
Madison, Wisconsin

Movement and Spatial Awareness in Blind
Children and Youth
B. Cratty

Charles C. Thomas Co.
Banner'stone House

301-327 E. Lawrence, Ave.
Springfield, Ill. 62701.

To Move is to Be
(No further information

Trampoline'SkiAls

SEMBCS-Multi-Handicapped.
2450''S: Wabash

Denver, Colorado 80110

available)



4

Cognition'

Concept Development for Visually .

Handicapped Children: A Resource
Guide for 'Teachers and Other

Professionals,:Working in'
Educational Settings

W. T. Lydon & L. McGraw

American Foundation for the Blind
15 W. 16th St.
New York, N.Y. 10011

Academic

Addison-Wesley Math Curriculum
Addison-Wesley Publ. Co.
2725 Sand Hill Rd.
Menlo Park, Calif. 94025

Pre-Reading and Reading Skills for
Deaf -Blind Children
C. Groves

Deaf-Blind,Program
Child Stud
University

Scien

Center
of Oklahoma .Health
.Center

214 E. Mathison

Oklahoma City, Oklahoma

A Rudimentarx DeVelopmental Math Skill
Sequence for "Severely Handicapped"

Students
'W. Coyne, F. Johnson,

N. Scheuerman, J. Stepner, B.
Swetlik, & R. York

'Madison Public Schools
Madison, Wisconsin

Suilivan Remedial Reading Series
Behavioral Resear,ch Laboratories
Box 577
Palo Alto, Calif. 94302

Vocational/Pre-Vocational
4

Planning for Prevocational Services fot
Deaf-Blind Children
Deaf-Blind Program

Callier Center for Communication
Disorders

1966 Inwood Rd.

Dallas, Texas 75235

4
Family Play Manual

Joseph P. Kennedy, Jr.
1701 K. St., N.W.

Washington, D.C. 20006

I

Parents

Foundation

165

=

New York Institute Program

New York Institute for the Blind
999 Pelham ParkWay
Bronx, N.Y. 10469

N
,Pre- Careet Curriculum for Deaf-Blind

(No further information available)

'Handbook for Parents of Deaf -Blind
,Children
J. Esche & Griffin
Michigan School for the Blind
715 Willow" St.

Lansing, Mich. 48906



Infant Stimulation: A Pamphlet for
Parents of Multiply-Handicapped

Children
S. Hoffman
Kansas University
Kansas City, Kansas

John Tracy Clinic Correspondence Learn-
ing Program for Parents of Pre-Sdhool

Deaf-Blind Children
John Tracy Clinic
806 W. Adams Blvd.
Los Angeles, Calif. 90007

I

I

Meeting St. School Project: Parent Pro-
grams for Developmental Management
Meeting St. School
333 Grotto Ave.
Providence, R.I. 02906

Pets and Pans: Activities forParent
and Child

Activities for Preschool Multiple Handi-
capped Children
Office of Supt. of Public Instru'ction
Springfield, Ill.

Project Parent-Child
East San Gabriel School for Multi-

- Handicapped Children
360 i. Mauna Loa Ave.
Glendora, Calif. 91740

........_ ,: . % \1..
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APPENDIX F: ALTERNATIVES FOR
MATERIALS' AND EQUIPMENT.
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ALTERNATIVES FOR MATERIALS AND EQUIPMENT

t

'Sensory/Perceptual

Touch and tell books
Touch and feel materials

D.L.M.-hu4itory training
Microfragrance kits
Stuffed animals
Sound-order sense materials
Braille clock .

Sounds and symbols
Phonovisual
Dubnoff Perceptual Series
Fabric

Fine Motor /Manipulative

Stacking toys
Peg boards

Jumbo peg board's

Graduated cylinders
Large inlaid-wood puzzles
Shape boards
Beads

Textuized beads.
Montessori boafAs
Self-help boards (lacing,

buttoning, etc.)
Thiead
Needles

Fisher Price and Playskool
toys and infant materials

Assorted manipulative toys

Materials

168

Academic

Talking books
Distar Math
Project LIFE
Systems 80

-.

Developing Understanding of Self and-.
Others

Large Print books

Individualized Mathematic System
First Talking Alphabet
SRA: Learning to Think
Singer Career Awareness

T.See It, Say It, Use :It

Reading:Program
' 'Aliadias-with large beads

Adapted science materials for the
blind

Rebus Reading Program
Counting kit
Flash Cards

D.L.M. bU:izer board,-
Shape-Ols

Peabody Language DevelopmentlCit,,
Distar Language i



1,,
Equipment

Instructional: Academic/Multi-Purpose

Controlled reader
Language Master
Individual language boards
Brailler (Brailler writer)
Stylus.

Large print electric
,Electric typewriter,
Teaching machine-
Lap:boards
Biofeedback machine
Math computer
Calculator

Instructional: Ssory

TeletraineP-
Audiometer4
Auditory loop system
Voice light
Optokineric drum
Wurlitzer listening
Phonic ear
Auditory training eequipTent

typewriter

lab

--- Instructional: Living/Work Skills

Looms and yarn
Large and small electrical appliances
Sewing-maphine
Garden and carpenter, tools
Animal equipment and shelter
Power saw
oril.,1 press

Sanders(various types).

'Overhead projector

Cassette tape recorder and tapes
Record player and records
Movie projector
Slide projector
Beat projection screen
Film screen
Enlarger
Polaroid camera
T.V. camera
Piano
Headsets

'Sound box
Listening station
Vibration ,board
Sound ball
Colored lights
Auditory-visual
Vibrators
Tactile, auditory, visual feedback

unit

training equipment

Industrial can openers
Screw drivers and other hand tools
CeraMie-Equipment
Toilet training devices'
Adapted 6tting utensils
SpeCial scissors
Porta-toilet
Long canes

-169

,



Instructional/Recreational: Gross Motor

Exercise mat
Climbing toys
Large ball
Medicine ball
Developmental skills ball
Therapy ball
Cage ball
Trampoline/jump-o-line
Walking bars
Punching toy
Walkers

Tricycle and adapted tricycle
Bicycle
Crawling tunnel
Parallel bars

Furnitureglassroat,Design

'Wedges

Pillows
Sandbags
Juke box
Water bed
Peg chairs--

Floor raisers
Corner chair
Standing board
:Benches

,Co-active movement bench-
Mirrors
Hammock
Standing table
Wheel chairs
Rotking chair
Standing boxes
Small tables and chairs

Balance blocks
Swinging tires
Jungle gym
Balance beam
Ladder
Inner tubes
Barrels
Chin bar
Bat
Roller
Hockey equipment
Stabilizer
Scoot board
Vestibular board

Tilt tables
Rotators
Vibrating chair
chair with pulley, eater and writer
eanbag chair

Stairs

'.Feeding tables
Deaf-blind multi-media table'
'Specialized. baby chair and table
Light table
Sectional; tables '

Adapted walkers
RaMpS.N,

Vibrating floor
a Etone-board-

Bolsters.
Wrikihg-board, (for spastics)

0
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APPENDIX G: SAMPLES OF WRITTEN PLANS



Patient.Name

PATIENT CARE PLAN

Interdisciplinary
SAMPLE 1, p. 1

Physician --
Record No , Admission Date , Abe

ICU SCUDIAGNOSIS:

Prognosis for each diagnosis specify (Good 1), (Poor 2), (Guarded 3)
Attending Physicians Care Plan:,

)

, Sex:

Nursing Care Plan:

Physical Therapy Car'e Plan: .

I'

; Speech Therapy 'Care Plan:

.1 at)

172



-
a

Occupational Therapy Care Plan: SAMPLE 1, p. 2

6
Dental "icare

t.

Pptometrist

Psychological Care Plan: 4

Educational Care Plan:

173 1, k



A

Occupational Therapy Care Plan:
SAMPLE 1, p. 3

Dental Care Plan:

Optometrist

Psychological Care Plan:

0

Educational Care Plan:

19



I

Activities t..2 re Plan:
SAMPLE 1, o. 4

-Social Care Plan
4

Consultants Care Plan Physician ( ) Others S )

4

Interdisciplinary
Short Term:.

Long Term:

re Plan:

n Authorization for implementation
(Include discharge potential) Good - 1, Poor 2, Guarded - 3 10 t5 of Patient Care Ptah
Discharge to Discharge to 175
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PIR

bEAF-BLIti5 CHILD 'PLAN

- Biographieal Data 7:

Note: This standard form is the first section of a total DeaL-Blind Child Plan. It is
intended that the information will be limited to that which identifies the ch.Ud and
family and/or may be important to the persons' writing, reading or teaching ttl,Eehavioral

Objective(s). iiiii indepth information' supporting these..comments, refer to child's, file.
.xxxxxxxxxxxxx .

,

date submitted

child's name i "agency

number street

town city state

number street

zip touin/city , state zip

d. o`b sex date of: admission. into d-b program

Etiology: mat rnal rubella
0.

General statem nt regarding each of the follo ng: (use r4verse side, if necessary)

Hearing: .mode =tely severe hearing logls in better left ear - wears Zenith Extended
/Range d.

Vis ion: congenital cataracts - operated 1970'- severely limited vision without correction
needs further surgery.- new glasses to be prescribed. . 4

OtherHandicap(s):

,Miscellaneous (i.e., medication, physical limitations, allergies, etc.):
1) PDA and pulmonic stenosis - PDA closing, future surgery for stenosis possibly nee
2) Otitis media has occured in past. '
3) Allergy to pollens and penicillin . s

.4 No medication.
Parent /Guardian 4 Address t

4
number , /

/
street

telephone number
r

,

town /City

Pertinent Family Informatione Student lives with.hfr natural family
sIbLings.

a
ti

C

.

N.E.R.C. 11/74

1 9 ;

177

state zip
parents and two (2)
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cr1

DEAF-BLINDILD ,PLAN.

Dev4lopmenca:Area/* Communication

e

,awe date submitted agency

-

SAMPLE/3, p. 2

ton ar14

Baseline Data - (brief statement of present level in this Developmental second and
subsequent reporting periods' should be related to Behavioral Object A(s).-.11 previous
period)

/41

Present Developmental Level:

Receptive speech: name, "no", some understanding of-to of voiee.P
Expressive speech: at least one,word,

'Non-verbal communication: understanding of very sim,p e gesture and plginting
expressive level, 9 - 12 months.

/

Statement of Goal(s) (limited to this velopmental Area)

incre4 ed attention to adults fo' receiving' communication. -,
devel pment of a beginning rece tive and expressive sip- vocabulary.
under tending of a small vocab lary of spoken' words.and,phrases.
interest in and imitation of abbling. .

reco nition of simple pictu es
.

/
9

* ehavioral Objectives, for our purposes, fall within specific Developmental
Area-su h'as (but not limited to) social behavior, self-help, motor, communications,
,cogn4.4, academic,,vocational and sensory. Please ,indicate to which Developmental
Area sheet applies.

17S
.1.

io,
00



DEAF -BLIND CHILD PLf

Developmental Area * Communication
. SAMPLE 3 3P.

/

child's name date submitted , agency
\ . ,

Behavioral Objective(s) (should in Jude specific and measurable expectations. Unless
otherwise stated, it will be assn d that each Behavioral Objective pertains to the

,duration.of the current contract period)

1. In all Iessions where an adult is present, the student ill look,'at least brief
at the adult on an average of several times an hour.

\.
41101

2. Having been taught at least eight (8) signs for toys or play activities, and.at le
eight (8) simple one-sign directions, the student will demonstrate her understandi
of ten to fifteen (10-15) of these, when the teacher expresses them to her, by at
least one of the following:
a) going to the appropriate,place or toy
b) leading the teacher to the place or toy
c) beginning the activity
d) obeying Ole direction

3. In situations where the student wants,,,something for which she needs the teachet's
help or permission, and for which she has been taught a sign, the student will
expressively use at least eight signs.

4. When the teacher babbles and makes simple speechsouads in a play manner, the stud

11*

will imitate. Accurate imitatbon is not required, but the idea.and desire to imit
is expected.

5. The'student will use expressively, at appropriate times, at least four (4 oral
words, to communicate her d sires.

6. The student will demonstrd'e understanding 'of at least five (5) teacher -drawn
pictuies of nputine activities by either going to the appropriate place, or gettin
an object 4*ad for the activity, when the teacher presents each picture.

0

6

* Goals ane Behavi ral Objectives, for our purposes, fall within specific Development,
Areas--su8h as it not limited to) social behavior, self-help, motor, communication
cognitive, acad mic, vocational and sensory. Please indicate to which Developmental
Area this siheet applies

9179

'N'1,E.R.C. )A/74
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objective achieved-as 

stated 
Made 4rogrep I. 

- no observable progress 

_.-0_. carry over objective 

carry over objective at later rime 

drop Objective 

objective not appropriate too h / OW 

material not available 

able to progress to new objective 
. 
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'objective achieved as stated 
Made progress 

no observable progress 

carry over objective 

carry over objective at later time 

grop objective, 

objective mat appropriate 

material/ot available 

able to progress to new objective 
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Name. of Child

Dateof Birth

. Teacher

SPif-tPLE. 6, 1
Educational Plan "(sample areas)

Date Submitted

Age Yrs. Mos. 9 Attendance
T

Lower Sch'opPLevel

Self-Help Skills

Feeding, Eating, and Drinking (BCP 314,31)
Observation:

Plan: twill be able to: 1.

c
v

Toileting and Grooming (BCP 5, 6)
Observation:

.

Plan: will be able to: 1.

2.

. 3.

pressing and Undressing (BCP 7, 8)
Observation:

4

Plan: will be able to: 1,
r,

2.

3.

Nasal and Oral Hygiene (BCP 9, 10)
Observation: ,

Plan: ,

2.

3.

will be able to: 1.

-'"711-s' .

20u
182

e



i
I

I

l'!age 2 ,

Perceptual and Motor Skills

Sensciry Perception (BCP 12)
observation:

.,
...

Plan: will be able toil.
. ,

2.

SAMPLE 6, p. 2

(sample areas)

t

k

. ...
Auditory Perception (BCP 13)
. Observation:

Plan:

2.

3.

sill be able to: 1.'

Ow

4

al.

Visual Motor (BCP 14, 15) Fine Motor
.4- ObserVation: . /

Plan: will be able to: 1.

..
2. . ..

---,

3._ , .
S

Gross Motor (BCP 16,--17-,-54,56)
-.-Obsei'vation:

Plan:

3.

,

- ,

will'be able to: 1.

Self-Identification and Co-Active Movement (Be? 11)
Observation: ,

+,

Plan: will be able. to: 1.
4

2.

1

,. .
3C.

2 0-1-
181
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*ea

Area of Instruction

INDIVIDUA 1, INS rItUCTIONAL PLAN SAME 13, p. 1

13irthdate

Name leacher

Date Initiated: Dale Completed

I;IIAVIORA OBSERVATION:

Instructional Goals: To instruct the child in

1.

4

2.

3.

.

Behavioral Objectives for. Child:

A. The child NOill be able to:
_

B. The child will be able to:

t

C. The child w il be able to: .

D. The child w 11 be able to:,

1.

2.

1

3.

190 2Or.



,-

METHODS AND MATERIALS S

4..

SAMPLE 13, p. 2

c7.

sk

5.

- EVALUATION OF METHODS AND MATERIALS

EVALUATION 01" PROGRESS

Achieved %. Made Progress .Dropped Modified

Goal A

Goal B .

Goal C

. .
,

Goal D

C9MMENTSA NOTES

20:;

191
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CHILD NAME :

CENTER:

DATE:

Educational Program
9

SAMPLE 14, p. 1

CURRICULUM PLACINENT: LEVEL TASK LAST COMPLETED

')RAL LANGUAGE

VISUAL PERCEPTION

FUNCTIONAL LIVING

AUDITORY PERCEPTION,

PERCEPTUAL MOTOR-

BEHAVIORAL DESCRIPTION:

......-
1. RELATIONSHIP-WITH TEACHERS

2. RELAT/ONSHIPWITH-PEER,":?:";?:

S.' BEHAVIOR .PROBL.E24S

4. ATTENTION SPAN

( PH/SICIAL LIMITATIONS

"I.

irt

192

4.

l
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Neat::

Task:

Date:

Reward:

. SAMPLE 14 , p . 3

1.

0,
1. 1. 1, 1. I.

2. 2. 2.. 2. 2.

3. - 3. 3, 3. 3.

4. 4. '4, 4. 4. 4.

4z,

6. 6. 6. 6. 6.

'7. 7. 7. 7. 7.

8. 8. 8. 8. D. 8.

9. 9. 9. J. 9. 9.

10. 10; 10. 10. 10. 10.

11. 11. 11. 11. -11. 11.

12. 12. 17. 12. 12; 12.

.. 13. 13. 11. 13. 13. ', 13.
-? 1

14. 14.. 14. 1'4. 14. ; 14.

15. 15. '15. 15. 15. .

16. 16. 16...07_ 16. 16.

18. 11,- 18. 18. 18. 18.

19. 19. 19. 19. 19. 19.

20. . 20, %U. 2g^' 20. 20..

21. 21. 211 21. 21.

,,
22. 22. 22,

__21.

22. 22. 22.7---
1

23. 23. 23. 23. 23. 23.

24. 24. 24.

-
24 %4, - 24-; ?

21j.

_ ..._-_____

19'4 /



SAMPLE 15, p. 3,

WP F-P_ IAT

SEMESTr.R

Child Teachers Date _

...........--.....--............

.

Reviewed by DateO.Nr:Z .O.,W... :My, .1601, ...,.......,,,r

1' o 'Objccti n accozplIshed: b2havia? is om71:tent 4

a Obje-cctve not accamplishtd
BehaiIer isktinconf;istent or dmerghg

) R Objective di,.;regerded: Inapp7oprie.te or low priqity

Rationklb for Fryoram

J

t.

I

213
195

x 4



GOAL-

II, 'SPLCIFie 083ECCIVES

A Salt-Concept

a

SAMPLE i5, D. 2

(one area)

13, interacting with Adults

4.4

Co interacting with Childl-en

D. U!:e of OtElcct!:

214
196

2



DEAF-DLDD CHILD PLAN

Bior;raphical DEJA

ntanbe:r., street n=oer crest

SAMPLE 16% p. 1

citeRcy

town/city state E5P

4.

6.0.0. h set datelbf admission into d-b program
1

EtioJoy: Congenital Rubella Syndrome

General statement regarding each of the following: ( use reverse'sid.:
if necessary)

HearinG: \At present, attempts to estimate .. 's hearing levels have

Lees: uhsuccessful. It is felt, however, that his hearing levels for
at least r,,zrt of the speech frequency spectrum are essentiall within.

Lke normal limits in at least one ear.

(
Vision ? Legally blind, microphthalmia and congenital cataracts.

Other Handicap(s) Congenital heart disease. Central Nervous
Dys;unction, !Unctions in the severe range of mental retardation.

Miscellaneous (i.e., medications physical, limitations, aller les_
etc.

No allergies or medication.

17)/-cmt/Guar61a-,

ti
P!.')hOne

,rtin-trit Tnforxation:
. .

t):rec Recdntly,

owlt

2 5

Address

1.6,;Trijc-cf,y

miyaer sL,rec-



V 4(1,- ta

'

- 0-

1

SAMPLE 16, p. 2

(one area)

es:',enCy

,..._,i -.,,-., - tt-ief s. t ;,.rt. s-f.' -,?1;e1 Jr. 4.,iyIri revlopr.ler.t.al Ar,:a.,',_-.,i. ''..7-::'''. 1(., ,-.,r,7:grc,-.), :;utv;,.71,...._4: reporting period4 r.:lare.'. to...,.'..-.,,v!,-.-.J. ,1`.,le,,'!.1 ,.,(-;.) -..:: dc,..vi.-.).::'7 :.,ericiP,

e prQaraT, he wat., nc.t t oildt tr
: E3 the toilet.

c",":. tit, s

t', !' `C: 3`kilt41 ??,;(.:esca:-.! to be7completeiy inder4.:n-lent- ; i,s 142c_i3.

assi tance.
.2 L'C'

. _ for ,pariod of 10 ninutes.
'fl toilet. ,

1. . t 7', l'01-1 r) °' a portion, tear it off Jild .;lean
aseistanci:.

pize

:et
-'n4P7enie.nt174.

;...-...;;;; ha?-14.8. G.poorn-,ng or:ora :ltielf6c'r-f-,6.- 1

216

198



1

SIMSETER NAN: MRCfl-MAY, 1974

, SAMPLE 17, p:' 1
(One activity)

ACIIVITY: watering plant

Areas: langune ric..vr!or'ont
. pre-vocationa1 .skills

,

Goalis: 1. development of innerlanguage: remembering routine
2, develo-pment,of concepts of "work" and rayment
3. development of independent living skills

Pattern: waters plant first thing every morning: picks up cup, fill
with water, at sink, 'waters plant, puts cup down, asks for
payment.

Eeh. Ohjs.: 1. wil complete her "job," following instructions, with
assistance from her teacher, and without fussing and
crying.

2% will 'eeimplete her "job," following her teacher!s in-
structions% -

3. will complete her "job" with only initial inst.lruction
(it's time to wojjk) an minimal cues from her t'eacher.

4. will complete her job with only initial instruction
from het teacher.

5. will-water the plant every motning when she enters th
classroom, independently, without instruction from her
teacher; when she has completed her taskshe will ask-
her-teacher for payment.

,..,

1

k

11.

21.7 .

199 .
-



-r

ACTIVITY: -"body image' play"

::Areas':' socialization
.

".motor development \

perceptual,development'
daily living skills
language development

SAMPLE 17, p. 2

(one activity)

.development of body image and self-identification
development of imitative and interactive patterns of play .

development-of visual perception
development of receptive and expressive interactive communica-

tion skills

Pattern: and her teacher. rub lotion, p§t,:point to, place tape on,
rub with various textured fabrics, parts of their bodies,:
arms, hands, legs, feet, face, tumMy, back, facial pws, etc
sometimes T rubs , sometimes rubs T, sometimes ,.s_, self
on T's instruction; sometimes T rubs.' 's instruction.

Beh.Objs: 1: will localize (rub, point to, etc.) parts of her-own
---body after T has done so' first.

gill localize parts'of T's -body after- T ha, done so fi

3. will localize Tarts. of her own.body after T his local-
i0 then, on her own body:

4. ANd1.1 localize, parts of T's .body after T has loclized'
tliem_on 's body.

S. will localize parts of her own body upon T's request:
"rub your arm." . .

6. will localize parts, of T's body upon requeSt:"'"rub my

arm."
7. swill ask T to localize parts of her body; cg "ruh, my' a

8. wi11 rub lotion all over her hands, including theil.

'backs. (This is good practice for washing hands.

21f

200
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/ APPENDIX H: OTHER RESOURCES
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4.

4

e- ,

2 if;.'

p

444

I



OTHER RESOURCES

Regional Centers for Services
to Deaf -B1ipd Children.

4, 4

Robert Dantona, Coordinat,or-

Project Center Branch V
Bureau of Education Tor the Handicapped
ROB 3; Room 2036
7th and D Streets S.W.
Washington, D.C. 20202

John Sinclair, Coordinator
New England Center'for Services to Deaf-Blind"Children
c/o Perkins Schod,l for the Blind
175 Beacon St.

Watertown, Mais. 02172

George Monk, Coordinator
.Midwest,Regional Center for Services to Deaf-Blind
c/o Michigan-State School for the Blind f

715 *Dillow

Lansing, Michigan 48906

-Hank Baud, Coordinator

South Atlantic Regional Center for Deaf-Blind Children
c/o North Carolina Department ofTublic Instruction, Division for

Children

0, Exceptional Children
,400 Oberlin Road
Raleigh, North Carolina '27605

Khogendra Das, Coordinator
Mid-Atlantic and Carribean Regional Deaf-Blind Center
c/o New York Institute for'the Education of the Blind
999 Pelham Parkway
Bronx, New York 10469

-Edwin Hammer, Coordinator

South-Central, Regional Center for Services to Deaf-Blind Children
c/o Callier Center for Communication,Disorders
1966 -Inwood Rd.

Dallas, Texas 75235 s'

Jack Sweetser,vCoordinator
Northwest Regional Center for Services to Deaf-Blind Children
3411 S. Alaska St.

.

Seattle,Washington'98118

o'

, 202

ti



John Crosby, Coordinator

Southeast Regional Center for Services to Deaf-Blind Children
Alabama Institute for the Deaf and Blind
Box 698

Talladega, Alabama 351'60

William"Blea, Coordinator

'Southwest Regional Cente'r for Services to Deaf-Blind Children
c/o State Departmht of Education
Division of Special Education
721 Capitol Mall, Rm. 124 .

SacmentoiCalifornia 95814

John Ogden, Coordinator
Mountain Plains Regional Center Services to Deaf-Blind Children.
1346 LinColn St.

Denver, Colorado 80203

Harland M. Irvin, Jr.,Coordinator
Texas Regional Center for Services to Deaf-Blind Children
Texas Education Agency
:Special Education Division
20r E. 11th St.

Austin, Texas'78701

Telecommunication Projects for
Severely Handicapped Children and Youth,.1974-75

James Tawney, Project-Director

Telecommunications for Severely Handicappd Children and Youth
University of Kentucky Re'search Foundation
305 Kinhead Hall, East Wing.
University Station
Lexington, Kentucky 40506

Raphael E. Simches, Project Director

Telecommunications for Severely Handicapped Children and Youth
Regents of the University of the State of New York
New York State Education Vepartpent
Washington Avenue
Albany County, Albany, New York 12224

Martin Hayott, Project Director

Telecommunications for Severely Handicapped Children and Youth
Reearch Foundation and the Office of TeaCher Education
City University of New York-
1411 Broadway
New York, N.Y. 10018
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Alan Hofmeister, Project Director el- ,

Health Development'and Services Corporation
50 N*th Medical Drive
Salt Lake City, Utah 64132

Robert Currie, Project, Director

Telecommunications for'Severely Handicapped Children and Youth
Facilitating. Educational Achievement Through Telecommunication
Purdue Research Foundation; Purdue Achievement Center for Children
Building E, South Campus Courts
Purdue Universitt---

West Lafayette, Indiana 47907
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Other Sources of Information

,Bibliographies

American Association for the Education of the Severely/Profoundly Handicapped:
Annotated Bibliography. Seattle, Washington: Experimental Education Unit
Univers47-Of Washington, 197t.

Bibliography - Multi-Impaired Visually Handicapped Children. Austin: Department
of Special Education, the University of Texas. (ND)

Blea, W.A. & R. Hobron. Literature on the Deaf-Blind -- An Annotated Biblio7
graphy. Sacramento, California: Southwest Regional Deaf-Blind Center,
1970. ED072679.

Deaf-Blind: &Selected Bibliography. Olympia, Washington: Washington State
Library, 1971.

. r

Educational Technology for the Severely Handicapped: A Comprehensive Bibliography.
Prepared for the Personnel Training Program for the Education of the Severely
Handicapped, Kansas Neprological Institute, Jan., 1975. Topeka, Kansas:
Kansas Neurologicalatitute.

Hammer, E.K. Deaf-Blind Children: A List of References. 1969. ED040520.

Multiply Handicapped Children: A Bibliography. ERIC Clearinghbuse on Excep-
tibnal Children, 1920 Association Drive, Reston, Va..22091.

Multiply Handicapped: A Selective Bibliography. Exceptional Child Bibliography
Series No. 614. Arlington, Virginia: Council for Exceptional Children.
August, 1972.. ED0:12589.

Multiply Handicapped. Arlington, Virginia: Council for Exceptional Children.
February, 1971. ED05159.

A Selected Bibliography on Deaf-Blind. Program for the Deaf-Blind, Texas
Education Agency, 201 E. 11th St., Austin, Texas. May, 1974.

A Selected Bibliography Relating to the Education and Training of Deaf/Blind
Children and Communication-Disordered Children with Sensory Impairments:
1910-Spring 1972. Watertown, Massachusetts: Perkins School for the Blind.
August, 1972.

Severely Handicapped: A Selective Bibliography. Exceptional Child Bibliography
Series No. 649. Arlington, Virginia: Council for Exceptional Children.
November, 1973.

Walter, J. and A. Currie. Bibliography on Deaf-Blind. Compiled for the NorthWest
Regional Center for Deaf-Blind Children, Seattle,/ Washington. Monmouth, Oregon:
Teaching Research Division', Oregon State System of Higher Education, January,
1974.
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Associations

American Associatioa for the Education of the'Seyerely/Profoundly Handicapped.
c/o Norris Haring, Experimental Education Unit, Child Development and Mental
Retardation Center, University of Washing, Seattle, Washington.

National Center for the Severely Handicapped. 2443 S. Colorado Blvd.. #227,
Denver, Colorado 80222.
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